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Introduction to the Portfolio
Introduction to the Portfolio
This volume comprises of three sections (Academic, Clinical and Research) for each of 
the main components of the three year clinical doctorate course. The academic section is 
presented first, which contains five essays. The clinical section follows, which comprises 
of six clinical placement summaries and five clinical case report summaries. Finally, the 
research section is presented which includes a service related research project, a literature 
review and a large scale research project.
In each section, the work is presented in the order in which it was completed and it aims 
to reflect the variety of client groups, presenting problems and theoretical models that 
were covered during the course.
A separate volume, containing confidential clinical material has also been submitted. 
This includes clinical placement documentation such as placement contracts, evaluation 
forms and clinical log books and five clinical case reports.
1
Academic
Section
Essay One: Adult Mental Health
Discuss the role of cognitive behaviour therapy in the 
management of a psychotic disorder
December 1998 
Year One
Essay One: Adult Mental Health
Introduction
To establish the role of cognitive behaviour therapy in the management of a psychotic 
disorder, the features of psychosis will be defined. Treatment approaches will be briefly 
addressed to highlight problems encountered amongst this client group. Factors thought 
to be involved in the development and maintenance of psychotic symptoms will then be 
discussed to identify the rationale for current developments in cognitive behavioural 
techniques. The role of cognitive behavioural interventions in the management of 
psychosis will be presented in relation to other therapeutic methods.
The definition of psychosis
The term psychosis has received a number of definitions but is generally used to describe 
episodes of mental illness where complex symptom patterns are observed. These include 
features such as hallucinations (distortions in perception) and delusions (distorted or 
exaggerated thinking patterns) (Diagnostic and Statistical Manual of Mental Disorders 
Fourth Edition, American Psychiatric Association, 1994). Psychotic disorders have 
psychotic symptoms as their defining feature and diagnoses vary according to the content 
of symptoms and an individual’s level of insight into their illness (DSM-IV, APA, 1994). 
As individuals often describe heterogeneous groups of symptoms, it is suggested that 
multifactors are involved in the development and maintenance of such syndromes 
(Fowler, Garety & Kuipers, 1995).
The diagnostic criteria for Schizophrenia, shown in Table 1, illustrates the distressing 
nature of the symptoms experienced by individuals with a psychotic disorder. In 
schizophrenia, disturbance exists in a range of cognitive and emotional processes. These 
manifest as dysfunctions of perception, inferential thinking, language, communication, 
behavioural monitoring, affect, attention, fluency and productivity of thought and speech. 
Symptoms can be categorised as positive symptoms such as delusions, hallucinations, 
disorganised speech and disorganised or catatonic behaviour and negative symptoms 
including social disability and emotional disturbance, such as depression and anxiety.
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Table 1. Criteria for Schizophrenia: (DSM-IV, APA, 1994).
Diagnostic Criteria for Schizophrenia.
DSM-IV (APA, 1994)
A. Characteristic Symptoms:
Two or more of the following must be present for a significant proportion of the time 
over a one month period:
~ delusions 
~ hallucinations
~ disordered speech (e.g. incoherence)
~ grossly disorganised or catatonic behaviour 
~ negative symptoms (e.g. low affect)
Note: Only one symptom is required if delusions are bizarre or hallucinations are made up o f more than 
one voice or a voice giving a running commentary o f thoughts or behaviour.
B. Social /  Occupational Dysfunction
For a significant proportion of the time since onset, at least one major area of 
functioning such as work or interpersonal relations, is below the level prior to onset.
C. Duration
Disturbance persists for at least 6 months and includes at least one month of active 
symptoms from criterion A.
D. Schizoaffective and Mood Disorder Exclusion
Schizoaffective Disorder and Mood Disorder with Psychotic Features have been ruled 
out.
E. Substance /  General Medical Condition Exclusion
The disturbance is not due to the direct effect of a substance or a general medical 
condition.
F. Relationship to a Pervasive Developmental Disorder
If there is a history of an Autistic disorder or another Pervasive Developmental 
disorder. Schizophrenia is only diagnosed if delusions or hallucinations are present 
for at least one month.
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Neuroleptic medication
Psychotic experiences, which are often distressing and frightening, cause serious 
disruption to an individual’s level of functioning. The search for effective methods of 
managing such disorders has been of importance. A variety of therapies have sought to 
eradicate or reduce the intensity and frequency of symptoms in individuals with 
psychosis.
Neuroleptic medication has been regarded as the treatment of choice for psychotic 
symptoms (Lieberman, 1993). One of the first medications discovered as having 
antipsychotic properties was Chlorpromazine (Delay, Deniker & Harl, 1952). Since then, 
additional compounds have been developed and controlled trials have supported their 
effectiveness at providing symptom relief and reducing the rate of relapse (Remington & 
Adams, 1994). However, although a proportion of patients benefit from neuroleptic 
medications, they rarely provide a cure for psychosis (Andreasen, 1984).
Brown and Herz (1989) found that a sizeable proportion of individuals did not respond to 
medication at all. Some individuals even do worse (Warner, 1985). Furthermore, some 
individuals find that distressing positive symptoms persist in spite of taking appropriate 
and consistent doses of medication. One trial found that 23% individuals diagnosed with 
schizophrenia reported positive symptoms seven years after their discharge from hospital, 
despite compliance with medication (Ourson, Barnes, Bamber, Platt, Hirsch & Duffy, 
1985).
Willingness to comply with medication is a further issue that clouds the success of 
neuroleptic medication. The nature of a psychotic illness often means that patients do 
not feel medication is appropriate as they attribute anomalous experiences to external 
factors. Curry (1985) found that between 20 and 65 per cent of a sample of individuals 
taking neuroleptic medication failed to comply with this form of treatment.
A further drawback of neuroleptic medications is their tendency to induce distressing 
side effects. These occur as they have an affinity to various receptors in the Central
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Nervous System and effect other neural mechanisms. Consequently, individuals taking 
such medication are at an increased risk of experiencing extrapyramidal side effects 
(Parkinsonian Symptoms), increased appetite which often results in weight gain, a dry 
mouth, constipation and a lower threshold to convulsive seizures. A survey of patients 
receiving neuroleptic medication for psychotic symptoms revealed that up to 40% of 
patients had experienced such side effects (Lingjaerde, Ahlfors, Dech, Dencker & Elgen, 
1987).
Given that medication raises concerns over compliance, fails to provide a complete 
resolution of symptoms, in some cases provides no symptom relief and is likely to be 
accompanied by unpleasant side effects, it has been important to develop alternative 
therapies which may provide alternative roles in the management of a psychotic disorder 
or compliment neuroleptic medications.
The development of psychological therapies
Clinicians have adapted various psychological therapies in an attempt to help manage 
psychotic disorders. Early methods saw the use of operant procedures to develop 
interventions for hallucinations, social withdrawal, delusions and negative symptoms. 
Techniques included providing positive reinforcement, such as social approval, to 
psychotic individuals on the completion of desired behaviours, such as rational speech 
(Nydegger, 1972), token economies (Ullman & Krasner, 1965), where rewards, in the 
form of tokens exchangeable for different reinforcers, were given when behaviour was 
appropriate and aversion and punishment regimes, using white noise (Turner, Hersen, & 
Bellack, 1977) as aversive stimuli following undesirable behaviours.
Other approaches have included ‘ear plug therapy’, distraction, concurrent self 
monitoring of voices and methods which encourage psychotic individuals to take 
responsibility for their voices by promoting internal control. In addition, systematic 
desensitisation, including in vivo desensitisation directed at interpersonal and social 
skills has been used, in combination with thought stopping techniques and 
chlorpromazine. The negative symptoms of psychosis have been addressed using a
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variety of methods including social skills training, life skills training, self instructional 
training and problem solving approaches (Haddock & Slade, 1996).
A selection of these earlier techniques were found to bring an element of relief from 
psychotic symptoms in some individuals, despite there being a lack of theoretical 
framework in some models. However, many of the findings relied upon single case 
design or uncontrolled studies and consequently caution is necessary when interpreting 
findings. It is not always clear whether positive effects were due to the therapy in 
question, placebo effects or the effect of attention from a therapist. Furthermore, the 
likelihood that positive effects would have been sustained over a substantial time period 
or that improvements would have generalised to other conditions, is questionable.
Early cognitive behavioural therapies were more promising. Techniques included work 
on belief modification, which adopted a cognitive behavioural framework (Watts, Powell 
& Austin, 1973). This was one of the first cognitive approaches used to treat delusions 
by methods of sensitive questioning applied to an individual’s underlying evidence for a 
delusional belief. Watts et al (1973) investigated the effects of such methods with three 
patients and found a decrease in delusional beliefs and an increase in positive areas of 
functioning. A similar study also added weight to the benefit of these methods (Milton, 
Patwa & Hafner, 1978), with sixteen deluded patients. They were randomly allocated to 
receive either belief modification or a confrontational therapy and findings revealed that 
belief modification produced longer term results in the relief of symptoms.
Developments in psychological theories
Recent research in the field of psychosis has build upon some of the earlier work based 
on cognitive behaviour therapy (Fowler & Morley, 1989). Advances in these approaches 
have come about as researchers have reframed underlying theories by adapting the 
techniques used for the treatment of depression (Beck, Rush, Shaw & Emery, 1979). 
Focus has switched to the importance of making sense of psychotic experiences rather 
than following the traditional line of enhancing an individual’s way of coping with 
psychosis within a medical framework.
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It is felt to be more useful to recognise psychosis as a unique set of experiences which are 
individualised, rather than a small number of syndromes or symptom clusters 
experienced by psychotic individuals. In addition, acknowledging that psychotic 
symptoms may be meaningful, rather than explaining them as consequences of 
abnormalities in the anatomy or physiology of the brain, means that they may be more 
open to reason (Fowler et al, 1995). Attention has focused on establishing which 
mechanisms may be malfunctioning by examining the occurrence of symptoms in greater 
depth.
Anomalous experiences, which manifest in the form of altered thoughts and feelings are 
the core feature of psychosis. In the Diagnostic and Statistical Manual of Mental 
Disorders (DSM-III APA, 1987) psychotic experiences such as delusions were defined as 
‘a false personal belief based on incorrect inference about external reality, which is 
sustained in spite of what others believe and obvious evidence to the contrary’. 
However, delusions and hallucinations could be viewed as being on a continuum of 
experiences which exist in normality. These include external events in the world, 
internal thoughts and memories and irregular experiences or beliefs such as deja vu and 
eccentric beliefs in ghosts (Strauss, 1969).
Psychotic experiences may derive from a dysfunction in the cognitive processes which 
help to distinguish between experiences that have internal origins such as memories, 
hopes and fantasies or experiences which have external origins and form part of reality 
such as seeing and hearing things in the world. Consequently, delusions may reflect 
rational attempts to explain abnormal experiences such as hallucinations and bodily 
sensations. Estroff (1989) attempted to explain this concept in terms of experiencing a 
life crisis which sets a series of adaptive demands for an individual. Firstly, individuals 
experience a change in the world which may leave them feeling threatened or may effect 
their self esteem, role or experience of social adversity. Meaning is attributed to these 
experiences in attempt to make sense of the world and regulate distress.
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A breakdown in the processes that distinguish between external and internal events 
explains why impairments may derive from biological causes but also explains why 
individuals display a lack of insight into their difficulties. A malfunction in cognitive 
processing is likely to be an automatic experience, which indicates that the world has 
changed rather than an individual’s internal process. Predisposing factors or factors 
involved in the onset and maintenance of a psychotic disorder may vary depending on an 
individual’s make up. Advances in cognitive behaviour theory enhance ideas as to the 
way psychosis should be managed and help to understand how symptoms have come 
about and how they are being maintained.
Factors which lead to the development and maintenance of delusions
Research examining the cognitive deficits experienced by psychotic individuals has 
identified a number of processes thought to be associated with psychotic symptoms. 
Suggestions have pointed to the possibility of perceptual deficits, which may be involved 
in the development of delusions. It is also felt that delusions may be a defence against 
threats to the self esteem. The role of attention mechanisms and attributional processes 
in maintaining delusions are also considered to be important.
Some evidence exists which suggests that psychotic experiences may be influenced by 
abnormalities in attributional processes. In one study (Kaney & Bentall, 1989), 
delusional individuals, psychiatric control patients and psychologically well individuals 
were given a questionnaire which assessed attributional style in relation to positive or 
negative events, such as ‘You win a prize’ and T can’t get a job’. Deluded individuals 
were found to be more likely than other study participants, to rate negative events as 
being under external control.
Additional research into the attributional style of persecutory deluded patients, was done 
by Bentall, Kaney and Dewey (1991). Individuals were asked to make judgements about 
the causes of interactions between an actor and a victim and were shown contextual 
information used to determine personal (blame actor) or stimulus (blame victim) 
attributions. However, patients were more likely to make personal attributes than
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controls and were less sensitive to contextual information. This indicated that they were 
more likely to incorrectly blame external individuals for persecutory events rather than 
the victim. Hemsley and Garety (1986) also found that individuals have an inability to 
weigh up new evidence to adjust beliefs and suggested that this may maintain delusional 
beliefs.
A further attributional assessment was performed with depressed deluded individuals, 
psychiatric controls and normal controls. Attributional assessment was disguised as a 
story completion task, to avoid awareness of allocating blame. In this instance, psychotic 
patients were more likely to attribute blame to themselves for negative events than 
positive ones, thus appearing to contradict previous findings. However, this may mean 
that delusions allow individuals to avoid awareness of the discrepancies between how 
they perceive themselves to be and what they would like to be (Bentall, Kinderman & 
Kaney, 1994).
Work by Dobson and Shaw (1986) supported this notion by finding that depressed 
deluded individuals, deluded individuals and depressed individuals scored highly on a 
dysfunctional attitude scale, reflecting a negative view of the self. It was suggested that 
deluded beliefs may prevent these apparent negative self referent thoughts from entering 
consciousness and would explain why deluding individuals would be reluctant to give up 
such beliefs as they offer some protection. This theory has been used to inform thinking 
on the development of cognitive behaviour therapies which avoid direct challenges to 
patients delusional systems (Fowler et al, 1995). It also provides some insight into how a 
disorder may be maintained.
Factors which lead to the development and maintenance of 
hallucinations
Hallucinations are experiences that are sometimes reported by individuals who do not 
have a psychotic illness and are otherwise well. In addition, they are most likely to be 
experienced in times of stress. Others have reported that patients are more likely to 
report hallucinations when they are deprived of sensations and that they are associated
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with subvocalisation, which is the micromovements of the speech muscles. In addition, 
they may be blocked by concurrent verbal tasks such as reading or speaking aloud 
(Haddock & Slade, 1996).
Hallucinations are thought to occur when internal events are mistakenly attributed to an 
external source. The associations between auditory hallucinations and subvocalisations 
which accompanies normal thinking provides an explanation of how verbal tasks may 
block ongoing subvocal activity and inhibit hallucinations. Hoffman (1986) expanded 
these findings to suggest that hallucinating patients suffer from a discourse planning 
disorder which results in them experiencing their own sub vocalisations as unintentional. 
Frith and Done (1987) explained the experience of hallucinations as deficits in internal 
neuropsychological monitoring mechanisms responsible for identifying the source of 
perceived events.
These ideas are supported by the work of Bentall et al (1991) which tested the ability of 
hallucinating patients, deluding patients and normal controls to discriminate between 
internally generated and externally generated events. The procedure followed a ‘reality 
monitoring paradigm’ and required individuals to generate answers to simple cues and 
then listen to a list of similar paired associates. A week later they were asked to identify 
the source of items from a list which contained answers they had generated, pairs of 
associates heard and new statements. Both the hallucinating and deluding patients were 
less accurate than the controls. However, hallucinators were more likely to misclassify 
their own answers as words they had heard. This suggested that they had some difficulty 
in identifying their own thoughts as being self generated.
Bentall and colleagues (1991) suggested that the deficit in the ability to discriminate 
between internal and external events is also influenced by an individual’s beliefs and 
expectations about what kind of events are likely to occur. They performed two 
experiments with students who had a high or low tendency to experience hallucinations 
and with hallucinating and non hallucinating patients. Individuals were asked to listen to 
white noise and state whether or not a voice was also present. In both groups
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hallucinators were found to be biased towards assuming that a voice had been presented. 
Young, Bentall, Slade and Dewey (1987) also found support for this notion as they found 
that hallucinators were more likely to be influenced by suggestions to hallucinate. This 
implies that it may be possible to teach patients to reattribute their voices to themselves.
Summary of theoretical links to symptoms
The explanation of hallucinatory experiences within a cognitive behavioural framework 
would suggest that hallucinations occur when events of internal origin are incorrectly 
attributed to events of external origin (Haddock & Slade, 1996). It would follow that 
delusions are judgements which attempt to make sense of internal and external events 
and that delusional beliefs are derived from the meaning given to psychotic experiences. 
It is believed that the understanding of such experiences can depend on current and past 
life experiences as the content of symptoms often reflects life themes and the way an 
individual feels about themselves and others (Haddock & Slade, 1996). It is therefore 
important to give a meaning to a psychotic experience so that an understanding of why 
psychosis has occurred may be achieved and errors can be identified in order to promote 
recovery.
Cognitive behaviour therapy for psychosis
Research findings have highlighted dysfunctional processes that are likely to be involved 
in the development and maintenance of a psychotic disorder. These have greatly 
informed the practice of cognitive behavioural therapy (CBT) with such clients. As a 
result, new approaches have been developed which are targeted at individuals whose 
symptoms are resistant to neuroleptic medication, who experience emotional disturbance 
and social disability and are at risk of relapse.
In general, CBT for psychosis relies on a thorough assessment, a good therapeutic 
relationship and adopts multiple techniques (Fowler et al, 1995). It can be used in 
combination with medication and takes account of an individual’s environment. A key 
aim is to promote feelings of control, hope and self esteem and this is achieved by 
helping individuals to develop an awareness of the processes that influence the
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development of their thoughts and beliefs. Individuals are helped to compensate for such 
processes by constructing alternative meanings (Fowler, Garety & Kuipers, 1998).
A therapist using cognitive behaviour therapy acknowledges that various vulnerability 
factors may exist which could have contributed to the onset of a psychotic experience. 
Consequently, links may be drawn between the nature of an individuals delusions or 
hallucinations and their life history or context in which the symptoms were experienced. 
This allows the psychological processes which are most likely to be maintaining the 
symptoms to be identified.
As research findings have implied, individuals with psychosis may be reluctant to give up 
delusional beliefs due to their possible protective qualities. In addition, individuals have 
a lack of awareness that internal processes may be maladaptive. These issues must 
therefore be respected during therapy. Research findings imply that the most effective 
way of working with psychotic individuals is to take a collaborative approach and to 
create a safe, non threatening therapeutic environment.
Table 2. Six Stages of Cognitive Behaviour Therapy for Psychosis
(Fowler et al, 1995)
1. Engagement and Assessment
2. Promoting Self Regulation of Psychotic Symptoms
3. Developing a Shared Model of Psychosis
4. Addressing Delusions and Beliefs about Hallucinations
5. Addressing Dysfunctional Assumptions about the Self and Others
6. Addressing Social Disability and Risk of Relapse
Cognitive behaviour therapy has three main aims. These are to reduce residual positive 
symptoms, to reduce emotional disturbance and to encourage an individual to become 
involved in regulating the risk of social disability and relapse (Fowler et al, 1995). This 
is achieved through facilitating an increase in an individual’s understanding of the 
processes involved in the development and maintenance of their illness. Fowler and
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colleagues (1995) highlight six different stages, shown in Table 2, which are considered 
to be important components of cognitive behaviour therapy.
In the initial stage of therapy it is important to facilitate successful engagement. The 
therapist should therefore adopt a warm, empathetic and collaborative style to maximise 
engagement. Flexibility in the timing, location and content of sessions may also be 
required to maintain a working relationship. Sessions should be aimed at reducing 
pressure and distress and may require the therapist to change the topic of conversation, 
reduce eye contact or stop a session early.
Assessment aims to identify an individual’s current difficulties, predisposing 
vulnerabilities to psychosis and factors involved in maintaining symptoms. A careful 
individualised assessment is essential as it allows an individual’s complex set of 
experiences and symptoms to be captured. This enables the therapist to gain an 
understanding of the problems presented and to tailor therapy according to issues 
relevant to that individual. The process is often lengthy and involves the client’s own 
formulation of the problem. Topics should be guided by the difficulties that the client 
wants to change, as this facilitates the collaborative relationship. It may be necessary to 
set aside themes that the client does not want to change or where it is felt that coping has 
been achieved.
Other stages in therapy involve providing advice and education concerning coping 
strategies. This may help clients to manage positive symptoms. Once a therapeutic 
relationship has been established the therapist my offer alternative perspectives about the 
individuals experiences as a focus for discussion. Individuals may be encouraged to 
evaluate the extent to which these perspectives might account for their experiences. The 
therapist may also offer reality based explanations for their experiences or they may work 
with an individual’s existing beliefs to promote more adaptive explanations. At later 
stages in therapy, techniques from CBT for depression (Beck et al, 1979) may be used to 
identify and challenge dysfunctional thoughts about the self and others. This may 
involve analysing and discussing the implications of modifying thoughts. Finally, an
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individual will be encouraged to integrate new perspectives into the understanding of 
their difficulties. Emphasis is also placed on the importance of self regulating psychotic 
symptoms and adopting strategies that may avoid future relapse.
The role of cognitive behaviour therapy in the treatment of psychosis
Cognitive behaviour therapy has strengths in being able to offer integrated techniques 
which can be aimed at a wide variety of problems. The therapist can therefore select 
techniques that are relevant to an individuals particular difficulties. These may include 
coping responses, psychoeducation and belief modification (Kingdon & Turkington, 
1994). Techniques should be used creatively and flexibly (Fowler et al, 1995) and may 
involve experimenting with in vivo coping strategies. In addition, CBT may help to 
provide a rationale for the use of medication as it helps to provide individuals with an 
explanation for their difficulties.
Recent randomised controlled trials that have begun to evaluate the effectiveness of 
cognitive behavioural therapies, have shown promising results. Kuipers, Fowler, Garety, 
Chisholm, Freeman, Dunn, Bebbington, and Hadley (1998) compared CBT combined 
with standard care and standard care alone in a randomised controlled trial of 60 
psychotic individuals. Individuals in the experimental group received CBT over a period 
of nine months and follow up assessments were administered at nine and eighteen 
months following initial recruitment. Findings revealed that a considerable improvement 
in symptoms was found in the CBT group, in comparison to individuals receiving 
standard care alone. Improvement in symptoms was also maintained over time with there 
being a 29% reduction in symptomatology in the CBT condition compared to 2% in the 
standard group at eighteen months. Significant reductions were found in delusional 
distress and in the frequency of hallucinations in the CBT group. Although there were 
other dimensions that showed improvement in symptoms, these were not significant.
In this trial however, cognitive behaviour therapy had no effect on negative symptoms 
including depression and low self esteem. The study was also weakened by the lack of 
evaluators ‘blind’ to treatment condition, procedures which allowed some individuals in
16
Essay One: Adult Mental Health
the CBT group to receive extra sessions after the treatment phase and medication regimes 
that were subject to change. However, statistical analysis did not suggest that these 
factors had influenced outcome. The study also failed to address issues that may be 
considered to influence outcome including patient’s past negative experiences with 
health professionals, poor concentration, within session arousal or lack of trust and 
delusional beliefs about the therapist.
Conclusions
Discussion has highlighted that psychosis is a distressing disorder, which in some cases, 
is resistant to medication. In other circumstances medication may offer some symptom 
relief but it neglects to challenge an individuals maladaptive functions. Medication 
compliance is also difficult for some psychotic patients due to the nature of their illness.
Cognitive behavioural therapies have enhanced our understanding of psychosis and have 
provided new perspectives for the management of such disorders. Theory suggests that 
dysfunctional beliefs should be challenged, otherwise symptoms may be maintained. 
These methods play a role in promoting symptom recovery and challenge historical 
beliefs that psychotic symptoms do not make sense. In particular, they offer an 
alternative treatment approach for individuals whose symptoms show various degrees of 
resistance to medication and may have a role in providing individuals with an 
understanding of their difficulties, to increase medication compliance. Although these 
methods carry an expense, if successful, they may provide a cost effective way of 
managing psychotic disorders in the future (Kuipers et al, 1998).
17
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What is an autistic spectrum disorder?
Autism is a life long developmental disorder that becomes apparent during the first three 
years of life (DSM- IV, American Psychiatric Association, 1994). It is estimated to be 
prevalent in about 4-10  cases per 10,000 (Happe, 1994a) but this rises to about 22.5 
cases per 10,000 (Wing & Gould, 1979) when considering autistic spectrum disorders. 
Autism is defined by a collection of core behaviours that have received much debate 
since the 1940’s. Primarily, its key features are impairment in social development, in 
communication development and in the development of imagination, along with displays 
of restricted and repetitive interests and activities.
Individuals with Autistic impairments vary greatly in their level of abilities. Some 
individuals have a low level of functioning as a result of Autistic impairment and 
additional learning difficulties. Others function at a higher level where Autistic 
impairments may be the primary difficulties. As a result the term ‘Autistic Spectrum 
Disorder’ is often used to classify a collection of impairments that range in their severity 
and presentation (Wing & Gould, 1979).
How was autism defined?
Early accounts of Autism by Kanner (1943) influence present day definitions of the 
disorder. He described a group of 11 children, who he said were different from his other 
clinical cases but as a group, they displayed similar behavioural characteristics. They 
were unable to develop relationships with other people, a characteristic that he termed 
‘Autistic aloneness’ and they were delayed in acquiring speech or in cases where speech 
had developed, it was non-communicative. He also noted that they became distressed by 
loud noises or moving objects, had repetitive and stereotyped play, lacked imagination 
and had an obsessive desire to maintain sameness. Kanner believed that an essential 
feature of the children’s difficulties was their inability to relate. He used Bleuler’s 
(1911/1950) term ‘Autism’, previously used to describe the idiosyncratic, self centred 
thinking in schizophrenia, to describe the notion of the child living in their own world. 
He subsequently applied the term ‘early infantile Autism’ to the disorder. Kanner also 
assumed that individuals with early infantile Autism had good cognitive potential, as on
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occasions, they were able to engage and perform well in cognitive and developmental 
tests. Furthermore, he noted that they appeared healthy, had good rote memory and 
seemed to come from highly intelligent families.
At the time of Kanner’s work, independent reports emerged of similar behavioural 
impairments found in a clinical sample by Asperger (1944/1991). He observed a group 
of children who he described as being slightly different to those reported by Kanner. 
They were interested in social relationships but lacked an understanding of the rules of 
social behaviour and were higher functioning as they could complete school and hold 
down jobs. However, they presented with odd behaviours including stilted and repetitive 
speech, voices that were flat and conversations that were eccentric. He used the term 
‘Autistic psychopathology’ to define this group of behaviours, a collection of symptoms 
that now come under the umbrella of ‘Asperger’s Syndrome’ (DSM-IV, APA, 1994), 
which has been debated by some (Blake, 1988) to be a mild form of Autism or a variant 
of the Autistic disorder (Frith, 1991).
Current definitions of Autism have been developed through research, incorporating 
elements from the work of Kanner and Asperger. However, several of the original 
assumptions have since been challenged and our understanding of Autism has grown. It 
is now known that Autism is associated with medical conditions such as epilepsy (Rutter, 
1970) and that although some Autistic children have islets of ability, most have IQ scores 
that fall within the mentally retarded range (Treffert, 1988). Earlier research also 
wrongly assumed that the parents of Autistic individuals had higher levels of 
achievement or failed to create the correct environment for successful interaction with 
their children (Cantwell, Rutter, & Baker, 1978). Current research suggests that Autism 
may be due to underlying neurological or cognitive deficits (Fisher, Van Dyke, Sears, 
Matzen, Lin-Dyken & McBrien, 1999).
Systems for classifying Autism began to take shape following suggestions by Rutter 
(1978) that the disorder had four crucial features. He suggested that Autism occurred 
before thirty months of age, that impairment existed in social development and language
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development and that there was a presence of behaviour that reflected an insistence on 
sameness. He also stated that the impairments would only be suggestive of Autism if 
they failed to be explained by mental retardation or cognitive delay.
Autism made its first appearance in the Diagnostic and Statistical Manual of Mental 
Disorders in its third edition (DSM III, APA, 1980), termed “infantile Autism”. It was 
categorised as a pervasive developmental disorder, with the primary symptoms being a 
lack of responsiveness to other people, gross deficits in language development and 
bizarre responses to the environment and all had to have developed within 30 months of 
age. However, following criticism for failing to adequately address developmental 
changes, the criteria were amended in DSM-III-R (APA, 1987) and labelled “Autistic 
disorder”. Amendments recognised developmental changes in impairments and 
acknowledged that the disorder continued into later childhood and adulthood. Diagnostic 
features consisted of 16 behaviours, at least 8 of which had to be present for a diagnosis 
of Autism. This definition was then revised a further time as it was considered to be too 
inclusive (Volkmar, Cohen, Hoshino, & Rende, 1988). Currently, the definition given in 
DSM-IV (APA, 1994) states that Autism is present if an individual displays at least six 
symptoms before the age of three years. These must include at least two behaviours 
reflecting impairment in social interaction, at least one indicating restricted, repetitive 
and stereotyped patterns of behaviour, interests and activities and at least one impairment 
in communication. Furthermore there must be a delay or abnormality in either social 
interaction, language as used in social communication, or symbolic or imaginative play 
and symptoms must also be not better accounted for by Retts Disorder or Childhood 
Disintegrative Disorder.
The autistic spectrum
Clearly defined diagnostic criteria may give the impression that Autism is a disorder that 
is simple in its presentation. In fact, it is displayed in many forms and no two cases 
appear identical. Such levels of diversity were observed in a large study that took place 
in Camberwell (Wing & Could, 1979). The study surveyed 914 children with special 
needs, from a total sample of 35,000 children under the age of fifteen. Additional
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assessments were then undertaken on 132 of the children, who were initially found to 
display one or more Autistic behaviours. Findings identified 17 children who met the 
criteria for Kanner’s Autism and 57 who did not fit the criteria exactly but were socially 
impaired. All of the children shared common elements in their impairments. They 
presented with impairments in social interaction, impairments in communication and 
impairments in the development of imagination and displayed rigid, narrow and 
repetitive patterns of interests and activities. The findings led to suggestions (Wing & 
Gould, 1979) that there was a continuum of social impairments, as impairments would 
vary in their presentation and severity. This led to the introduction of the term ‘Autistic 
Spectrum Disorder’ (Wing, 1988), which is used today to account for the range of 
manifestations observed in one syndrome.
The Camberwell study not only highlighted the various manifestations of behaviours 
observed in Autism, it also defined the impairments that individuals with an Autistic 
spectrum disorder endure. These were identified as impairments in social recognition, 
social communication and social imagination and understanding. It is suggested that all 
three features, which reflect social, communication and imagination impairments, can be 
conceptualised as a triad of social impairments. This notion has now come to be termed 
‘Wing’s Triad of Social Impairments’ (Wing & Gould, 1979). A fuller understanding of 
the impairments described by the Triad of Social Impairments can be gained by 
examining the clinical features of the disorder. Discussion will begin with a general 
description of the behaviours that often occur in the early years of life.
The clinical features of autism
Features of Autism can be apparent in the early stages of life but as the disorder is rarely 
diagnosed before the age of two, our knowledge is mainly gathered from the memories of 
parents with older Autistic children. One of the earliest signs observed in babies is the 
absence of pointing and looking to share interest and attention with another individual 
(Frith, 1994). In addition, there may be a lack of anticipatory gestures, a failure to 
cuddle, a lack of seeking and maintaining eye contact, a lack of facial responsiveness and 
indifference or aversion to affection or physical contact (Wolf- Schein, 1993). Some
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babies are placid and undemanding, some may scream day and night and cannot be 
comforted and others seem to display normal behaviour patterns. Typical behaviours in 
Autistic babies include disliking nappy changes or dressing, failing to lift up their arms in 
anticipation of being picked up and showing a lack of interest in exploring their 
environment (Wing, 1996). As the infant begins to grow older they begin to display 
behaviours consistent with Wing’s Triad of Social Impairments. Each of these areas will 
be considered in turn to illustrate the way in which these become apparent in Autism.
Impairments in social interaction
In Autism impairments in social interaction can appear in a number of forms and Wing 
(1996) suggests that individuals usually present in one of four ways. The first type of 
individuals are thought to be an ‘aloof group’, who behave as though others do not exist 
and who fail to respond to speech or commands. They seem to rarely show facial 
expressions, dislike touch from others and would not put their arms around you if you 
cuddled them. They appear to be in a world of their own and fail to interact with other 
children and as adults, they may show no interest in peers. A second group is those 
whom appear passive. They are more willing to accept social approaches and as a result 
appear to be less isolated but they do not initiate social interaction. Eye contact is 
usually poor but they can give it when reminded. A third group describes individuals 
who are ‘active but odd’ and they are seen to make active approaches to other people 
which are often one sided. They interact to make demands or to talk repetitively about 
their concerns but they are not sensitive to the feelings or needs of others. Eye contact is 
usually inappropriate rather than lacking and they can become difficult if they are not 
given the attention that they demand. The final group, often individuals with Asperger’s 
syndrome, show impairments in social interaction that are more apparent in later 
adolescence and adulthood. Individuals interact in an ‘over formal and stilted’ manner 
despite having a good level of language and appearing more able. They are excessively 
polite and formal in their behaviour and attempt to stick rigidly to rules of social 
interaction. However, they do not really understand these rules and consequently make 
mistakes, as they cannot adapt to different situations. There is also a lack of
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understanding of the feelings and needs of others despite some desire to be kind and 
helpful.
Impairments in communication
The second feature of the triad of social impairments described by Wing (1996) is 
impairment in communication. Communication difficulties are observed through the use 
and understanding of speech, the use of intonation and voice control and through non­
verbal communication. In general, speech is delayed in its development or used in an 
abnormal manner. Some individuals remain mute all of their lives or may possess only a 
few words that are used very rarely. Others have speech but its usage may be in the form 
of repetition, where words are spoken in parrot fashion after having heard them spoken 
by others, a characteristic know as ‘echolalia’. Those who do progress on to say some 
words and phrases may do so with confusion over grammar and word meanings. 
Common areas of confusion are found in the use of linking words such as ‘under’, ‘on’, 
‘in’ or ‘before’ and in the use of words that usually occur in pairs such as ‘shoe’ and 
‘sock’. The content of speech in individuals who can talk is often reported to be 
repetitive and their responses to questions may be too formal or long-winded. Some may 
also continue to repeat a question that they have asked regardless of the answer. In 
addition, individuals frequently have difficulties in controlling the volume of their speech 
and use inappropriate intonation.
The level at which language is understood in Autism is also limited and this factor is 
often difficult to assess as situational cues may mask impairment. Some individuals 
appear to understand familiar words but in general, there is a lack of flexibility with the 
use of words, particularly with those that can be used in different contexts. Furthermore, 
individuals usually interpret speech in a literal manner. Hence phrases such as “crying 
your eyes out” could cause distress. There is also a tendency to react to one or two words 
in a sentence and therefore meaning may be lost. In addition. Autistic individuals lack 
compensatory communication strategies that are often found in non-Autistic individuals 
with communication impairments. They rarely use gesture, facial expression or mime 
and fail to develop more complex forms of non-verbal communication.
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Impairments in imagination
The final area of impairment observed in the Autistic spectrum lies within an individual’s 
ability to use imagination (Wing, 1996). This is assessed in a number of ways including 
observing a child’s development of pretend play. A normal developing child will use 
objects in their play to imitate a different object, such as using a box as a doll’s bed. 
Autistic children however, fail to develop pretend play and although some may use toys 
for their obvious purposes and sometimes act out complex play sequences, they do not 
act out imaginative stories. In adult life. Autistic individuals have limited or no 
understanding of people’s emotions, have difficulty in sharing ideas and rarely enjoy 
activities that involve creative and flexible thinking.
In contrast. Autistic individuals gain pleasure from repeating activities and tend to 
engage in repetitive, stereotyped activities. Repetitive activities include turning objects 
near the eyes, listening to mechanical noises, switching lights on and off or watching 
things spin around. Unfortunately, they may also include forms of self injury such as 
head banging or hitting. More complex repetitive routines might include rigid 
arrangement of possessions, elaborate routines that accompany outings or fascination 
with a particular subject such as train timetables.
Other features of autistic spectrum disorders
A range of additional behavioural characteristics is seen in individuals with Autistic 
spectrum disorders. They include stereotyped movements such as flapping arms and 
abnormal sensory responses such as becoming distressed by noise. They are thought to 
occur for a variety of reasons including interference with repetitive routines, over- 
sensitivity to sensory input or confusion or fear in novel situations. Some Autistic 
individuals do however have visuo-spatial strengths.
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What aetiological models have contributed to our understanding of 
autism?
The range of behaviours and impairments observed across the Autistic spectrum would 
lead to suggestions that there is likely to be more than one cause of the disorder (W olf- 
Schein, 1996). This is also reflected in an abundant literature of speculated causes and 
hypotheses for Autism. Theories that attempt to establish causal factors have included 
suggestions that Autism is caused by the child’s unconscious rejection of the parents 
(Bettelheim, 1967), manifestations of sub-clinical seizures (Rimland, 1995), or 
dysfunction in the central nervous system (Omitz & Ritvo, 1968). Further explanations 
have speculated that Autism is linked to biological deficits that effect language and 
coding ability (Rutter & Schopler, 1987), faulty conditioning due to inappropriate 
reinforcement (Lovaas, 1987), deficits in the reticular formation of the brain stem that 
prevent a child from linking sensation with memory (Rimland, 1964) and other organic 
causes (Bailey, Phillips, & Rutter, 1996). It is cognitive theories however, that have 
played a large role in enhancing our understanding of the behaviour that is seen in 
Autism, which in turn, has influenced psychological interventions and practices.
Theory of mind
One model that has contributed to our understanding of Autism sees the impairments of 
the disorder as being due to a lack of a ‘theory of mind’ (ToM) (Leslie, 1987). The 
model came from suggestions that the three behavioural impairments in Autism, those in 
socialisation, communication and imagination, might stem from a single cognitive 
deficit. The hypothesis for such a deficit came from Leslie (1987), when he proposed 
that pretend play in a young normal child required an understanding of mental states. He 
suggested that this concept, presumed to be available via an innate cognitive mechanism, 
allowed a child to distinguish between real and pretend events. He hypothesised that a 
lack of intuitive understanding of mental states or “Theory of Mind”, would result in the 
kind of impairments seen in Autism.
The theory was first tested by Baron-Cohen, Leslie & Frith (1985) using an experiment 
know as the Sally -  Ann experiment (Wimmer & Pemer, 1983). In this study two dolls
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known as Sally and Ann were used to create a scenario aimed at detecting the use of 
‘theory of mind’. Sixty-one children participated in the study and they were either 
Autistic, had Down’s Syndrome or had no disabilities, hence controlling for IQ and 
learning disabilities. Each child watched the dolls act out a story where Sally put a 
marble into a basket, covered it and then went for a walk. Whilst she was away, Ann 
took the marble and put it into her box. Sally then returned and the child was asked 
where she would look for her marble. To answer correctly, a child needs to attribute a 
mental state, a concept that is usually grasped by the age of four years in normal 
developing children (Frith, 1996). In this study, Sally had a false belief that was different 
to the physical state and by attributing a mental state, her behaviour can be predicted. 
The findings of the study revealed that the majority of normal children and Down’s 
Syndrome children answered correctly with 86% and 85% respectively, attributing the 
correct mental state. As predicted however, 80% of the children with Autism failed the 
task, saying that Sally would look for the marble in the box (its physical location). The 
findings were highly significant and have been replicated by other studies using various 
methodologies to detect deficits (Baron-Cohen 1991; Happe, 1994b).
In relation to Wing’s Triad of Social Impairments (Wing, 1996), the Theory of Mind 
model would explain the impairments of Autism in terms of a deficit in the ability to 
understand that people have beliefs, feelings, thoughts, plans or intentions. Leslie (1987) 
terms this as a ‘metarepresentational deficit’. Both normal communication and 
socialisation require this ability as it allows an individual to link thoughts to actions and 
guides reciprocal behaviour. In relation to impairments in imagination, Leslie (1987) 
hypothesised that the Theory of Mind deficit explains why Autistic children fail to 
engage in pretend play, by suggesting that they have difficulty keeping track o f what is 
real and what is imaginative. Furthermore, it may explain why Autistic individuals prefer 
literalness rather than fiction.
The Theory of Mind deficit model does however, have some limitations. It fails to 
explain why Autistic impairments occur in a variety of forms and levels of severity. In 
addition, it does not explain why learning disabilities, stereotyped behaviours and islets
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of ability are prevalent in Autism. It also fails to adequately account for the proportion of 
Autistic individuals who succeed on Theory of Mind tasks. However, it is known that no 
Autistic child has been found to demonstrate a Theory of Mind at the correct age and that 
those who succeed on the tasks are usually older and have high IQs (Happe, 1994c). 
Hence, some individuals may have acquired compensatory strategies for understanding 
mental states via an alternative route that may mask Theory of Mind deficits. In general, 
the model has generated much discussion surrounding the features of Autism but it fails 
to account for all factors.
The executive function theories
An alternative model attempts to explain the impairments seen in Autism by suggesting 
that there may be deficits in executive functioning. Executive function skills, including 
abilities to plan, having impulse control and possessing working memory, are cognitive 
abilities thought to depend on intact frontal lobes (Duncan, 1986). The model has been 
supported by research that has shown Autistic individuals to perform poorly on many 
tasks that require such skills (Ozonoff, Pennington & Rogers, 1991; Hughes, Russell & 
Robbins, 1994). One study (Rumsey & Hamburger, 1988) examined the abilities of high 
functioning Autistic men using the Wisconsin Card Sort Test (WCST). The WCST is a 
card sorting task that requires an individual to deduce sorting rules, which change 
throughout the task. Comparisons to age matched controls showed Autistic individuals 
to have deficits on most variables including number of categories completed, total errors, 
perseverative responses and perseverative errors. Similar findings have also been 
replicated in children (Prior & Hoffmann, 1990). An examination of planning abilities, 
using The Tower of Hanoi task (Ozonoff et al, 1991) showed individuals with Autism 
and Asperger’s syndrome to perform poorly in comparison to a control group. Scores 
also predicted membership to either the Autistic or learning disabled group, with a 
success rate of 80%. Other variables including Theory of Mind were unable to predict 
group membership above the chance level. Findings therefore suggested that the 
executive function may be implicated in Autism but it was unclear how these deficits 
relate to the Theory of Mind deficit model.
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More recent research has attempted to establish the underlying nature of executive 
function impairments in Autism. Hughes et al (1994) used a computerised set shifting 
task to show significant performance differences between Autistic individuals and 
controls. Autistic individuals used perseverative and inflexible strategies, and 
mechanisms built into the methodology, which eliminated the need for some executive 
function skills, indicated the main deficit in the Autistic group to be flexibility. It is 
hypothesised that executive function skills such as flexibility may be important in social 
behaviours such as empathy. A further study examined theory of mind and strategic 
deception abilities (Russelll, Mauthner, Sharpe & Tidswell, 1991) where Autistic 
participants were taught to play a game, involving competition with the experimenter for 
a chocolate. Participants were told they would be successful if  they pointed to the empty 
box. However, Autistic subjects were unable to follow this strategy despite failing to 
gain the chocolate. Russell et al (1991) first suggested that the results were due to a 
deficit in perspective taking that prevented participation in deception. After further 
investigations however, where the element of social deception was removed (Hughes & 
Russell, 1993), they suggested that Autistic individuals were not impaired in their ability 
to use social rules or take perspectives. Instead they felt that they had difficulties in 
disengaging from the object and seemed to employ internal rules to guide their actions, as 
they were unable to follow the command of pointing to an empty box to obtain the 
chocolate, even when there was no opponent. It is often difficult however, to target 
specific skills in such tasks in order to deduce specific impairments as tasks often rely on 
many complex processes.
Research investigating the executive function model highlights the complex nature of 
Autism and makes links between the deficits in executive function and social and 
cognitive skills. It may explain why some autistic features are displayed in patients with 
frontal lobe damage but it fails to explain why patients with frontal lobe damage are not 
Autistic. It is however, a model that may continue to add to our understanding of Autism 
in conjunction with ‘Theory of Mind’ concepts, with further exploration.
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Weak central coherence
A further line of research has examined the cognitive processing style of autistic 
individuals by investigating strengths in their IQ profiles. Autistic individuals are known 
to have strengths in Block Design and Digit Span tasks (Happe, 1994c). Shah and Frith 
(1993) investigated this fact in autistic, learning disabled and normal children. Forty 
different block designs were completed in the study and autistic individuals scored higher 
than other participants. It was suggested that their performance was enhanced by the use 
of spontaneous mental segmentation and this concept was supported, as when all 
individuals were shown the designs in segments, group discrepancies disappeared. It was 
hypothesised that autistic individuals are skilled in segmental processing of information 
rather than in holistic processing. This tendency is the concept behind the model termed 
4 weak central coherence’ (Frith & Happe, 1994).
Research supporting this style of processing has been demonstrated in the recall of 
information with and without context (Frith, 1989). When asked to recall jumbled and 
structured sentences autistic individuals do not show the advantages of context usually 
seen to be beneficial in controls. This suggests that they fail to gain any benefit from 
words being in sentences when asked to recall such information because they do not 
process information in a holistic manner. Similarly, Happe (1997) showed that when 
autistic individuals read out homophones (e.g. ‘lead’ related to leading or ‘lead’, the 
metal) separately and in context, they showed no benefit from context and read the word 
in its most frequently heard form. The model of weak central coherence may explain 
why some autistic individuals develop islets of ability or excessive attention to detail but 
further research is required to explain how cognitive processing styles may be associated 
with other models of Autism.
To what extent have models guided intervention and practices?
Models, that attempt to make sense of the complexity of autism, provide an 
understanding of the range of impairments seen in the disorder. This understanding can 
help to inform our clinical practices and guide interventions in a variety of ways. Firstly, 
it is known that Autism is a disorder of multiple manifestations (Wing & Gould, 1979)
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and that each individual may present with a unique set of behaviours. It is therefore 
important to carry out a thorough assessment, which may look at identifying an 
individual’s strengths and needs, gathering learning history, examining the current 
environment in which they are functioning and considering the developmental 
appropriateness of behaviours (Harris & Ferrari, 1983). It may also be necessary to show 
flexibility in the style of interaction used by clinicians, to allow for an individual’s level 
and range of impairment (e.g. restricted range of interests, or desire to maintain 
sameness).
Interventions for autism have sought to provide a cure for the disorder but to date, there 
is no good evidence to suggest that this exists (Howlin, 1998). A range of therapies have 
been documented including ‘holding therapy’ (Richer & Zappella, 1989), music therapy 
(Trevarthen, Aitken, Papoudi & Roberts, 1996), ‘facilitated communication’ (Green,
1994) and various drug and vitamin treatments (Howlin, 1997). Perhaps the most 
common interventions used today, are those adopting behavioural and educational 
principles. They exist in a variety of forms and attempt to address the unique needs of 
the individual. Behavioural approaches primarily follow operant behaviour theory with 
the aim of teaching new skills (Lovaas, Berberich, Perloff & Schaeffer, 1966). It is 
important to attempt to teach skills using methods that facilitate their generalisation, a 
concept which autistic individuals have difficulty grasping (Harris, 1975). The use of 
natural interaction between a child and adult to reinforce learning and methods where 
skills are learnt in context are recommended (McGee, Krantz, Mason & McClannahan, 
1983). Educational approaches include a visually based instructional system known as 
TEACCH (Schopler, Mesibov & Hearsey, 1995). This is a programme that relies on the 
use of visual cues throughout a child’s school day. The cues are used to help the child to 
know where to be, what to be doing and so on, and have been effective in improving 
work related skills and reducing inappropriate behaviour.
Findings from the ‘Theory of Mind’ literature triggered interventions aimed at targeting 
the lack of social engagement and problems with empathetic understanding found in 
autism. Interventions have included attempts to train autistic individuals to play a game
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with another person (Coe, Matson, Fee, Manikam & Linarello, 1990), express affection 
to another child (McEnvoy, Nordquist, Twardosz, Heckaman, Wehby & Denny, 1988), 
offer assistance (Harris, Handleman & Alessandri, 1990) and engage in symbolic play 
(Stahmer, 1995). Sometimes skills are taught in groups, using role play or modelling by 
more skilled peers. Communication skills have also been targeted with programmes 
designed to improve comprehension, advance the complexity of speech and modify 
impairments in intonation and articulation (Howlin, 1998).
In general, there is evidence to suggest that early intervention is important in autism 
(Howlin, 1998). It is known for example that individually addressing a child’s pattern of 
strengths and weaknesses at an early stage, can lead to significant impacts on minimising 
or avoiding behavioural problems and promoting the development of existing skills 
(Howlin & Rutter, 1987). This would be expected however, as autism is a disorder of 
rigid behaviour patterns, and once established, they are likely to persist. One early 
intervention programme (Lovaas, 1987) claimed that almost half of its young autistic 
participants achieved normal intellectual and educational functioning. However, there 
was some doubt over the how representative these participants were of an the autistic 
population and there were concerns over the criteria used to constitute success. It is also 
clear that such intensive intervention programmes, often requiring up to forty hours per 
week of intensive work, can place tough demands on the carers of individuals. They too 
may require support (Bristol, 1984).
Summary
In summary, individuals with an autistic spectrum disorder are impaired in their skills of 
communication, socialisation and imagination and they have a restricted and repetitive 
range of interests. Research investigating the cause o f such impairments has yet to 
provide clear explanations of the disorder but has produced promising leads that have 
informed our practices. Interventions are still in their early stages and provide a good 
basis on which to build. For the moment, we must tailor intervention programmes 
according to each individual’s needs and avoid unrealistic expectations.
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What theories have been advanced to explain childhood 
phobias? Consider their strengths and limitations and the 
evidence base that would support their use in clinical practice.
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Introduction
Fears are a relatively common phenomena throughout the developmental years of 
childhood (Ollendick, 1983) and in some cases, useful responses to danger. Trends are 
often observed in the types of fears that occur across developmental stages reflecting 
links with a child’s social and cognitive competencies. Hence, infants are more likely to 
display fear towards unfamiliar people, whereas in early childhood fears of the dark are 
more prevalent. In middle childhood fears may be associated more with concerns about 
school, and adolescents may be more fearful of socially relevant stimuli (Silverman & 
Rabian, 1994). Fears elicit a range of responses including distress reactions such as 
crying, and avoidance responses such as seeking comfort from a caregiver.
Specific phobias in childhood elicit responses similar to those observed in childhood 
fears, with the presence or anticipation of phobic stimuli resulting in symptoms of anxiety 
and avoidance responses. They are one of the most frequently reported anxiety disorders 
in children with prevalence rates ranging from 2.4% to 9.1% and higher prevalence 
amongst girls (King & Ollendick, 1997). Although phobias share similarities with fears, 
they also differ from the normal pattern of fear and are defined by a number of key 
characteristics.
Table 1. shows diagnostic criteria for specific phobias according to the forth edition of 
the Diagnostic and Statistical Manual of Mental Disorders (DSM-IV, American 
Psychiatric Association, 1994). In general the criteria reflect earlier definitions that have 
described responses to phobic stimuli as being out of proportion to the stimuli, beyond 
voluntary control and resistant to weakening through reasoning. Furthermore, that they 
lead to avoidance of the situation or object, persist over time, are maladaptive and are not 
specific to a child’s developmental stage (Silverman & Rabian, 1994, King & Ollendick, 
1997). Their level of severity also interferes significantly with a child’s routine and in 
some cases can have a noticeable effect on the functioning of the child’s family.
It is acknowledged in DSM-IV (APA, 1994) however, that unlike adults, children may 
not identify their fears as being excessive and may display their distress in alternative 
forms such as crying.
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Table 1. DSM -IV  Diagnostic Criteria for Specific Phobia (APA, 1994).
DSM -IV Diagnostic Criteria for Specific Phobia
A. Marked and persistent fear that is excessive or unreasonable, cued by the presence or 
anticipation of a specific object or situation (e.g. flying, heights, animals, receiving an 
injection, seeing blood).
B. Exposure to the phobic stimulus almost invariably provokes an immediate anxiety response, 
which may take the form of a situationally bound or situationally predisposed Panic Attack.
In children, the anxiety may be expressed by crying, tantrums, freezing or clinging.
C. The person recognises that the fear is excessive or unreasonable. In children, this feature may 
be absent.
D. The phobic situation(s) is avoided or else is endured with intense anxiety or distress.
E. The avoidance, anxious anticipation or distress in the feared situation(s) interferes 
significantly with a person’s normal routine, occupational (or academic) functioning or social 
activities or relationships, or there is marked distress about having the phobia.
F. In individuals under the age of 18 years, the duration is at least 6 months.
G. The anxiety, panic attacks, or phobic avoidance associated with the specific object or 
situation are not better accounted for by another mental disorder such as Obsessive- 
Compulsive Disorder (e.g. fear of dirt in someone with an obsession about contamination), 
Posttraumatic Stress Disorder (e.g. avoidance of stimuli associated with a severe stressor), 
Separation Anxiety Disorder (e.g. avoidance of school). Social Phobia (e.g. avoidance of 
social situations because of fear of embarrassment). Panic Disorder with Agoraphobia or 
Agoraphobia without history of Panic Disorder.
Many factors are thought to play a part in the development and maintenance of childhood 
phobias. These include learning experiences, developmental factors, genetic factors, 
routes of information processing, hormonal levels, cognitive processes and family 
systems. Combinations of such factors form the basis of a number of theories that 
attempt to explain childhood phobias. However, discussion will focus on behavioural and 
cognitive-behavioural theories and interventions, as there is more evidence to support 
their efficacy (Weisz, Weiss, Han, Granger & Morton, 1995). Their strengths and 
limitations will be reviewed in terms of how well they are able to explain the acquisition 
and maintenance of phobias. The success of the interventions that they underpin will then 
be evaluated to assess the usefulness of these theories in clinical practice.
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Behavioural Theories 
Classical Conditioning Theories
Classical conditioning theories provide one explanation to the development of phobias in 
childhood. They suggest that fear of a neutral stimulus can be traced back to a past 
experience where the stimulus occurred in the presence of aversive circumstances. 
Hence, it is inferred that an individual can develop a phobia towards something, such as 
dogs, as a result o f a previous encounter where it was experienced alongside an 
unpleasant outcome, such as being bitten (Merckelbach, Jong, Muris & van den Hout,
1996).
Studies have demonstrated support for this theory by asking research participants to listen 
to a tone which was followed by the administration of an injection that elicited temporary 
respiratory paralysis (Campbell, Sanderson & Laverty, 1964). Results showed that a 
single conditioning experience could produce substantial autonomic responses when 
participants were presented with the tone in isolation. Similarly, another study of fifty- 
five individuals who had experienced a road traffic accident, reported 38% (n=21) of 
participants to have gone on to develop a phobia associated with driving a car (Kuch, 
Cox, Evans & Shulman, 1994). Classical conditioning models are therefore able to 
explain the development of psychological and physiological responses associated with a 
phobic stimulus. However, they cannot explain all of the characteristics of childhood 
phobias including why individuals develop avoidance symptoms. Theories adopting 
classical conditioning principles have therefore been developed in attempt to explain 
these features.
Mowrer’s Two Stage Theory
Mowrer (1960) proposed that phobias developed as a result of two stages of conditioning. 
He suggested that in the first stage a stimulus was paired with an aversive event, leading 
to fear responses, as in classical conditioning theories. He then proposed that an 
individual experienced a second stage where they learnt that fear responses to the 
stimulus could be reduced by avoiding the stimulus. Avoidance behaviour would then be 
reinforced by the repetition of this pattern of experiencing a reduction in symptoms 
following avoidance behaviours. The phobia would then be maintained, as thé individual
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would have no opportunity to re-leam that the phobic stimulus did not necessarily lead to 
an unpleasant outcome. This theory gained support from Malloy & Levis (1988) in a 
study where participants were presented with a light paired with a shock. They found 
that when participants were presented with the light and given the opportunity to select an 
escape response, avoidance responses frequently occurred.
Mowrer’s (1960) two-stage theory expanded on the classical conditioning theory of 
phobias but there were some factors that both theories still failed to address. One 
limitation was that they were unable to explain why some stimuli are more likely to be 
the focus of a phobia than others (Menzies & Clarke, 1995).
Seligman’s Preparedness Theory
Seligman’s preparedness hypothesis (Seligman, 1971) attempted to account for why 
some stimuli are more likely to be the focus of phobias than others. He was interested in 
the evolutionary influences upon the development of phobias and suggested that they 
may interact with aversive conditioning experiences. The theory suggested that phobias 
were linked to the environmental dangers that were faced by our prehistoric ancestors. It 
was proposed that when aversive events are paired with an evolutionary recent concept 
such as electricity, they do not produce fear. However, when they occur in the presence 
of an evolutionary relevant item such as a snake, they are likely to induce fear.
The preparedness hypothesis was investigated by conditioning non-phobic subjects to 
evolutionary relevant (slides of spiders) and evolutionary neutral (slides of flowers) 
stimuli by pairing them with an electric shock (Ohman, 1986, 1993). Findings revealed 
that conditioned responses to evolutionary relevant stimuli were slower to extinguish than 
those conditioned to neutral cues. However, research participants were still able to 
acquire phobic symptoms towards less evolutionary relevant stimuli. Furthermore, in 
studies previously cited, participants were able to acquire phobic symptoms towards a 
light that had been paired with a shock (Malloy & Levis, 1988) and towards a tone that 
had been paired with an injection inducing temporary respiratory paralysis (Campbell et 
al, 1964). Neither lights or tones however, could be considered as being evolutionary 
relevant. Others have also failed to find support for Seligman’s hypotheses
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(Merckelbach, de Jong, Muris & van den Hout, 1996) and in addition, the evolutionary 
relevance of stimuli is often difficult to identify.
Although Seligman’s preparedness hypothesis (Seligman, 1971) and Mowrer’s two stage 
theory (Mowrer, 1960) attempted to broaden behavioural theories, they were not fully 
supported and several problems remained. There was no explanation as to why phobias 
did not develop on every occasion when a stimulus was experienced in the presence of an 
aversive event (Merckelbach, Arrindell, Amtz & de Jong, 1992). In addition, theories 
could not account for the development of phobias in individuals who had had no past 
experience of the phobic stimuli being paired with aversive events (Menzies & Clarke,
1995).
Rachman’s Three Pathways to Specific Phobia
Rachman (1977) attempted to address these by proposing that phobias could be acquired 
via one or a combination of three pathways. The first being via a direct conditioning 
experience, similar to that proposed by Mowrer (1960). The remaining two however, he 
suggested as being indirect pathways that accounted for phobic individuals who had had 
no prior experience of the phobic stimulus being paired with an aversive event.
Rachman (1977) proposed that one indirect pathway of acquiring specific phobias was 
via modelling experiences. Modelling was an experience where others were observed 
reacting in a fearful manner when in the presence of a stimulus. Such experiences were 
shown to elicit fear in rhesus monkeys. It was demonstrated that they could acquire a 
fear of snakes after observing other monkeys responding fearfully to snakes (Cook & 
Mineka, 1989). Modelling experiences have also been shown to elicit sympathetic 
responses in individuals. Hygge & Ohman (1978) demonstrated that participants who 
had observed others being frightened of pictures of snakes produced fear responses to the 
pictures.
An additional indirect pathway to specific phobias is through the acquisition of negative 
information. Negative information might include material contained in books, obtained 
via the television or it may be verbally expressed by a significant other. Some (Muris,
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Steememan, Merckelbach & Meesters, 1996) have even suggested that childhood fears 
are associated with the extent to which mothers express their own fears in the presence of 
their children.
Rachman’s (1977) three pathways have been studied in relation to the acquisition of 
phobias in children. Ollendick, King & Hamiltion (1991) examined the pathways of ten 
highly prevalent fears in 1092 Australian and American school children, aged between 
nine and fourteen years old. They found that 56% of children implicated modelling 
experiences and 89% implicated negative information in the acquisition of their phobias. 
In addition, combinations of direct and indirect conditioning experiences were reported to 
be influential. Hence, providing support for Rachman’s (1977) theory that phobias may 
be acquired via one or a combination of the pathways. It also supported the view that 
indirect pathways may be more important in the acquisition of childhood phobias due to 
the restricted learning experiences of children (Davey, 1992). Others however, have not 
found support for the three pathways theory. A study by Menzies and Clark (1993) 
showed that most parents of water phobic children failed to identify any of the three 
pathways as being causal factors to their child’s phobia. Instead most stated that the 
phobia had occurred on the child’s first contact with water.
The addition of new concepts to classical conditioning models helped to provide more 
robust explanations for the development of childhood phobias. However, few of these 
theories have been fully supported and many factors remain unexplained. In particular, 
behavioural models offer no explanation as to why traumatic experiences do not always 
lead to the development of a phobia and they only provide a crude explanation as to how 
phobias are maintained. Cognitive-behavioural theories however, go further in 
addressing these issues and can add to behavioural models to provide a greater 
understanding of childhood phobias.
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Cognitive Behavioural Theories 
Neoconditioning
One theory attempted to explain why some individuals fail to develop phobias despite 
having had direct or indirect negative experiences of potentially phobic stimuli or how 
phobias can develop in the absence of these experiences. It suggested that when fears are 
conditioned, a cognitive process occurs that involves learning that a stimulus can predict 
an aversive outcome (Reiss, 1980). Rachman (1991) explained these processes using the 
term neoconditioning. He proposed that one of two processes could be influential in the 
development of phobias. The first process was known as ‘latent inhibition’ and 
incorporated the importance of previous learning experiences. It suggested that an 
individual was less likely to develop a phobia towards a conditioned stimulus if  it had 
never previously been associated with an aversive outcome. Furthermore, that extensive 
experience of favourable outcomes with that stimulus would be protective if  it then 
became paired with an aversive event. Although the cognitive elements of this process 
were not well specified, the concept was supported by a study of dog phobics and non 
dog phobics that noted experiences of traumatic encounters with dogs amongst both 
groups (Doogan & Thomas, 1992). Findings revealed that non-dog phobics had greater 
numbers of previous non-aversive encounters with dogs. This process explains how 
similar experiences can produce different outcomes as a result of individual differences in 
previous experience.
The second process, known as ‘unconditioned stimulus inflation’ (Davey, 1989) was 
concerned with the intensity with which a stimulus and aversive outcome were related. It 
proposed that if  an individual experienced a conditioned stimulus in the presence of a 
mildly aversive event, they would learn that the two were related but due to the low 
intensity of the aversive conditions it would only elicit a weak conditioned fear response. 
If however, the individual encountered an experience where they learnt that the 
unconditioned stimulus was more aversive than it was previously thought to be, their 
previous learning experience would inflate the associations between the stimulus and 
aversive event, resulting in a more powerful fear response. This model has been used to 
explain many case histories of phobias (Merckelbach et al, 1996) and it can also account 
for individuals who have phobias with no clear history of aversive events. However, the
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unconditioned stimulus inflation theory lacks support from research evidence 
(Merckelbach et al, 1996).
Cognitive Behavioural Theories
Further understanding of the development and maintenance of childhood phobias has 
been gained from adult research on cognitive behavioural theories. Beck’s cognitive 
theory (Beck, Emery & Greenberg, 1985) which was based on clinical observations, has 
been used to explain the role of cognition in specific phobias. It suggests that threat 
orientated cognitive schemas, that contain assumptions and distortions about threat to 
health or threat from the environment, are developed following threatening experiences in 
early childhood. Although the theory shares similarities with Rachman’s three pathway’s 
model (Rachman, 1977), Beck provides greater explanation in relation to the way 
cognitive information is held and how cognitive processes are implicated in the 
development and maintenance of phobias. He states that cognitive schemas are like 
mental representations of previous experiences and are activated during the screening, 
coding or evaluation of information (Clark & Fairbum, 1997). The content of an 
individual’s cognitive schema and their subsequent experience may therefore determine 
whether a phobia develops and is maintained. It is proposed that threat orientated 
schemas lead to the development of phobias if  they are reactivated as a result o f a 
threatening life event. This therefore provides one explanation as to why individuals may 
be more or less vulnerable to develop phobias. The theory does however, assume that 
threat orientated schema develop as a result of previous experiences and as discussed, not 
all phobics report direct or indirect experiences of aversive events (Menzies & Clark, 
1993). In addition, the extent to which threat orientated cognitive schemas interact with 
behavioural learning experiences remains unclear. Furthermore, it is difficult to 
empirically test whether cognitive schema lead to the development of phobias or whether 
they result from phobias.
Cognitive Biases in Phobias
Cognitive factors do however, appear to play a large role in the maintenance of phobias. 
In particular, dysfunctions have been shown in the way phobic individuals’ process 
certain types of cognitive material (Merckelbach et al, 1996). Furthermore, patterns have
49
Essay Three: Children & Young People
been shown to differ from individuals with other disorders such as depression (Clark & 
Fairbum, 1997). In phobias, individuals show a bias towards attending to material that is 
threatening. This has been demonstrated in studies using the Stroop task, where 
individuals are presented with words written in different colours and are asked to state the 
colour. In one study (Dalgleish & Watts, 1990), participants with phobias were slower to 
name the colour of threatening words than they were of neutral words. It was 
hypothesised that greater attention was directed towards the threatening words hence, 
interfering with their abilities to name colour. A similar study with children aged 
between 8 and 12 years, examined these factors in spider phobic and non-spider phobics 
(Kindt, Bierman & Brosschot, 1996). Findings showed that attention bias existed in both 
groups but in the control group, bias decreased with age. It was hypothesised that 
attention bias may therefore occur more frequently in children and its role in the 
development and maintenance of childhood phobias is less clear and requires further 
investigation.
It has also been suggested that phobic individuals are more likely to experience 
perceptual distortions. One study (Rachman & Cuk, 1992) showed that spider phobic 
individuals had a greater tendency than non-spider phobics to perceive a spider in a 
container to be moving towards them. The implications of these dysfunctions in attention 
and perception are that they are likely to increase fear in relation to phobic stimuli and in 
turn increase avoidance behaviour. The distortions do however diminish as fear 
decreases (Merckelbach et al, 1996). Nevertheless, it is not clear how such biases come to 
exist and whether they contribute to the development of phobias or are solely maintaining 
factors.
A further bias identified in phobic individuals is that they show errors of judgement. In 
particular, they are prone to overestimate the link between phobic stimuli and aversive 
outcomes. This bias, known as covariation bias, was demonstrated when spider phobic 
individuals were shown fear relevant (spiders) and fear irrelevant pictures (flowers) 
(Tomarten, Mineka & Cook, 1989). The pictures were randomly paired either with a 
shock, a tone or nothing and participants were later asked to estimate the incidence of the 
different pairings. Results showed that phobic individuals were more likely than controls
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to overestimate pairings of the feared stimuli with aversive outcomes. As a consequence 
of covariation bias, phobic individuals are more likely to associate phobic stimuli with 
aversive experiences and this in turn maintains the phobia. It has however been shown to 
decrease in spider phobics who have responded successfully to interventions (de Jong, 
Merckelbach & Amtz, 1995).
At a more general level, research on anxiety disorders has shown individuals to be biased 
towards focusing on themselves (Wells, 1985). Hence, more attention is placed on the 
individual and less on their environment. This bias can have implications on phobia 
maintenance as self-focus limits an individual’s opportunity to challenge cognitions 
through reality testing and instead increases the likelihood of avoidance behaviour.
Safety Behaviours
The adult literature has highlighted additional factors involved in the maintenance of 
phobias. These are safety behaviours and can be defined as attempts to cause immediate 
relief from anxiety produced by a phobic stimulus. They often involve escaping or 
avoiding the stimulus and may include avoiding eye contact with a feared stimulus or 
being accompanied by another individual. In the short term they succeed in bringing 
relief from phobic anxiety but in the long term they help to maintain phobias (Clark & 
Fairbum, 1997). It is possible that these factors also have a maintaining role in childhood 
phobias.
Summary
Research from the adult literature provides some evidence that cognitive factors are 
implicated in at least the maintenance of phobias. However, further research is required 
to confirm the relevance of this literature to childhood phobias. As yet, research 
investigating cognitive factors in childhood phobias remains limited. However, one study 
(Prins, 1986) found that children with high anxiety in a natural fear setting described 
more preoccupations with the fear of being harmed and more negative self speech than 
children with low anxiety. This would suggest that cognitive factors are also important in 
the maintenance of childhood phobias.
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The Use of Behavioural and Cognitive Behavioural Interventions in 
Clinical Practice.
Linking Theory to Clinical Practice
When considering the application of behavioural and cognitive behavioural models in 
clinical practice, Rachman (1991) proposed that the type of phobic symptoms 
experienced by an individual may reflect the pathway that was responsible for the 
acquisition of the phobia. In addition, this may have implications on the choice of 
intervention that would target these symptoms. He suggested that direct conditioning 
experiences would be dominated by behavioural and physiological symptoms and would 
be more likely to respond to behavioural interventions such as exposure techniques. 
Hence a phobia may have been acquired and maintained as a result of a stimulus being 
associated with an aversive consequence and subsequent avoidance behaviour. In these 
circumstances, a behavioural intervention would foster opportunities for an individual to 
experience the stimuli with more favourable consequences and focus on reducing the 
likelihood of it being maintained through avoidance behaviours.
Rachman (1991) also proposed that phobias acquired via an indirect route would be more 
likely to result in cognitive symptoms, such as anxious thoughts when anticipating a 
phobic stimulus and be more accessible through cognitive based interventions. However, 
it is difficult to quantify the extent to which cognitive factors play a part in both direct 
and indirect pathways to phobias and indeed how they may have a role in their 
maintenance. Furthermore, the interactions between models such as Rachman’s three 
pathways, neoconditioning perspectives and cognitive theories remain unclear. It is also 
rare for individuals to be able to attribute their phobias to a single cause. In addition, 
certain models may have a role in explaining childhood phobias, but the interventions 
that they underpin may be less effective in clinical practice. The usefulness of 
behavioural and cognitive behavioural models in clinical practice can however be 
evaluated through treatment outcome studies. The majority of interventions have been 
guided by behavioural theories and essentially adopt exposure-based techniques but some 
target cognitions.
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Systematic desensitisation
Systematic desensitisation is a behavioural intervention that relies on the assumption that 
phobias arise as a result of classically conditioned responses. It proposes that conditioned 
responses can be unlearnt when fear inducing stimuli are presented alongside stimuli that 
are incompatible with fear. One of the first case reports to document the successful use of 
these techniques (Wolpe, 1958) described a three year old boy with of fear of white rats, 
rabbits and fur and used relaxation to counteract fear. In this case, a hierarchy of fear 
inducing stimuli was elicited and then presented in a graded sequence, paired with 
relaxation. The procedures of inducing relaxation and pairing it in a graded way with 
phobic stimuli from a hierarchy are thought to inhibit fear at each step on the hierarchy. 
They have been reported to effectively reduce symptoms of anxiety and avoidance in 
children and adolescents with a range of phobias including water phobias, dog phobias 
and fears of the dark (King & Ollendick, 1997). However, it has been suggested that 
these methods may be less effective when used with younger children who may have 
difficulties in using muscle relaxation or be unable to use techniques necessitating 
imaginary stimuli. The use of in vivo exposure techniques has however become more 
common with younger children (Ollendick, 1979). Several group studies comparing 
systematic desensitisation techniques to no treatment or waiting list control conditions 
have now been conducted that advocate the use of these methods (King & Ollendick,
1997). In addition, from an ethical perspective, the techniques are often considered as 
being humane and are likely to be supported by parents.
Emotive Imagery
Emotive imagery is a behavioural technique similar to systematic desensitisation. It 
involves the establishment of a hierarchy of fearful stimuli but instead of using 
relaxation, it uses an exciting story that the child imagines in order to counteract fear 
(Lazarus & Abramovitz, 1962). Fear items from the hierarchy are then inserted into the 
story at different intervals. It is hypothesised that the fear inducing stimuli are 
counterbalanced by the positive feelings gained from the story. Support for the use of 
emotive imagery has been found in case studies demonstrating that the techniques can 
relieve phobic symptoms in some children (King, Cranstoun & Josephs, 1989). In 
addition, the use of an imaginary exciting story may be appealing to some children.
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particularly younger children and enables therapy to be tailored to their cognitive and 
verbal abilities. However, research on these methods is limited and there have been no 
well controlled group outcome studies (King & Ollendick, 1997).
Modelling
Modelling is a technique that relies upon observational learning to overcome phobias and 
is often facilitated by parental involvement. It involves the phobic individual observing 
someone else who is responding in a non fearful manner whilst in the presence of the 
feared stimuli. Modelling can occur in various forms such as using observation that is 
live or using video tape. Its usage not only helps to reduce anxiety but also encourages 
the development o f appropriate skills in managing fearful stimuli. Several uncontrolled 
case studies and analogue studies (King & Ollendick, 1997) have demonstrated the 
successful use of modelling techniques. The type of modelling does however appear to 
have an impact on the success of interventions, with less intense techniques such as video 
modelling being less effective than live modelling (King & Ollendick, 1997). The 
literature does however remain limited as many studies have examined participants with 
mild fears rather than those that may be comparable to clinical samples.
Flooding
An alternative intervention based on behavioural principles is flooding. This technique 
involves intensive exposure to a stimulus that evokes the greatest amount of fear. Hence, 
unlike emotive imagery and systematic desensitisation that begin with stimuli at the 
bottom of the fear hierarchy, flooding targets the stimulus at the very top. The stimulus, 
which can be in vivo or imaginary, is repeatedly presented in the absence of the original 
aversive event. One study illustrated the positive effects of these techniques on an eleven 
year old boy who had failed to respond to systematic desensitisation. His phobia of loud 
noises diminished after flooding and positive effects were sustained over a twenty-five 
month period (Yule, Sacks & Hersov, 1974). There are however, no controlled studies to 
support the use o f flooding and it is generally perceived as being a less ethical and 
humane intervention, the use of which would not be permitted by the parents of some 
children (King & Ollendick, 1997).
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Contingency Management
Contingency management is an additional behavioural intervention for specific phobias 
that is guided by operant procedures. This method assumes that phobic behaviours can 
be adapted by altering the consequences of interactions with phobic stimuli (King, 
Hamilton & Ollendick, 1988, cited in King & Ollendick, 1997). They are not concerned 
with reducing anxiety prior to any confrontation with stimuli but attempt to use positive 
reinforcement and shaping to encourage contact with the feared stimulus (Morris & 
Kratochwill, 1983, cited in King & Ollendick, 1997). Behavioural programmes can be 
guided by undertaking a functional analysis of the positive and negative reinforcers that 
produce or maintain phobic behaviours. One case study illustrated how shaping 
procedures helped a six year old girl who would not play outdoors as a result of a dog 
phobia (Glasscock & MacLean, 1990). Reinforcement in the form of praise from her 
mother and older siblings was successfully used to encourage outside play in the presence 
of a dog. Evidence to support the use of contingency management techniques does 
however have its limitations. Many studies have examined its efficacy in non-clinical 
populations and often outcome measures rely on parental reports rather than behavioural 
observation. As with other treatment outcome studies it is also difficult to attribute 
success to one method alone as interventions are often contaminated with other 
therapeutic procedures. In addition, contingency management is considered by some to 
be less effective than other interventions as it does not directly tackle phobic anxiety 
related to the feared stimulus (King & Ollendick, 1997).
Cognitive Behavioural Therapy
Cognitive behavioural interventions combine the techniques used in behavioural 
therapies with techniques aimed at revising patterns of maladaptive thinking. Techniques 
including exposure, relaxation, modelling or contingency management are used in 
conjunction with techniques such as cognitive restructuring, positive self statements and 
problem solving. As cognitive theories assume that it is maladaptive cognitions that lead 
to the maladaptive behaviours seen in phobias, they imply that behavioural change can be 
achieved by a change in cognition. Cognitive components are therefore aimed at 
changing thoughts, perceptions and beliefs (Kendall, Elisas, Kane, Kim, Kortlander, 
Ronan, Sessa & Siqueland, 1992) but must take account of a child’s cognitive
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development. They include guiding a child to appraise encounters with a feared stimulus 
in more realistic terms (Kendall & Gosch, 1994).
One randomised controlled trial assessed the efficacy of cognitive behavioural techniques 
compared to a waiting list condition, in children aged between six and thirteen years, who 
were afraid of the night time. Those assigned to the intervention group received teaching 
on relaxation and verbal coping skills to complement a three week programme involving 
parents. Significant differences were reported between the treatment and control groups 
on a number of measures that supported the use of these approaches. Furthermore, 
benefits gained from this intervention were maintained in the majority of children at a 
two to three year follow up (Graziano & Mooney, 1982). A number of other studies lend 
support to the use of cognitive behavioural techniques for children with simple phobias 
(King & Ollendick, 1997) and some believe that there is evidence to suggest that other 
interventions may be enhanced by the use of cognitive techniques (Kendall & Gosch, 
1994). However, without controlled trials that compare behavioural and cognitive 
behavioural interventions, it is difficult to state which components have a greater 
therapeutic impact upon outcome. Indeed, some authors believe that the addition of 
cognitive techniques fails to add to the efficacy to behavioural interventions (Roth & 
Fonagy, 1996).
Summary of Behavioural and Cognitive Behavioural Theories
Behavioural theories that attempt to explain childhood phobias have been well 
documented in the research literature. They have a developed and well supported theory 
base and many of the interventions that they underpin have been shown to be effective in 
treatment outcome studies. Techniques that involve a gradual exposure to the feared 
stimuli, including systematic desensitisation and modelling, appear to have gained the 
most empirical support. These methods are considered to be more ethical and acceptable 
to parents than approaches such as flooding, and with some modifications, they can also 
be effective for younger children.
There is also some evidence to support the use of cognitive behavioural interventions for 
the treatment of childhood phobias. They may even enhance the use of other
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interventions. However, further research is needed to be able to attribute therapeutic 
gains to specific therapeutic components.
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Discuss the theoretical basis of motivational interviewing. 
Consider its strengths and weaknesses and the evidence base to 
support its use with addictive behaviours.
June 2000 
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Introduction
Motivational interviewing is a therapeutic style that was first described by Miller (Miller,
1983). It developed from discussions regarding therapeutic interventions for individuals 
with alcohol and drug problems. The discussions were held with a group of young 
psychologists whom Miller was supervising in Norway. Key principles were identified 
as being important to adopt when working with this client group. These principles have 
become encapsulated under the term of motivational interviewing and have been used 
and researched by clinicians world-wide (Miller & Rollnick, 1991).
In order to review the usefulness of motivational interviewing within the field of drug and 
alcohol addiction, discussion will begin by considering the nature of drug and alcohol 
difficulties. The theoretical basis of motivational interviewing and its key principles will 
then be discussed together with the approach that is used with addictive behaviours. Its 
strengths and limitations will then be considered and the current literature to support its 
use will be evaluated.
The nature of drug and alcohol addictions
Individuals with drug or alcohol addictions often present at services with a variety of 
needs. They may need help in recognising that they have a problem, they may require 
motivation to do something about their problem or they may need support to create and 
maintain change. It is the task of the clinician to establish how best to intervene.
In the search for effective interventions, it is useful to begin by understanding how and 
why people change addictive behaviours. One model. Figure. 1, suggests that people 
pass through a series of stages as they begin to modify their addictive behaviour. The 
stages were first described by Prochaska and DiClemente (1982) and are believed to 
occur whether or not an individual has received therapeutic input. They include; 
precontemplation, contemplation, determination, action, maintenance and relapse. It is 
considered normal to pass through them many times before a stable change is achieved 
(Miller & Rollnick, 1991).
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Each stage of the cycle can be seen to represent different thought processes and different 
stages of readiness to change an addictive behaviour. At the precontemplation stage, an 
individual will not be considering change and may not consider the addiction to be a 
problem. At the contemplation stage, an individual will have some awareness of their 
problem but also express ambivalence. Hence they often appear to be considering change 
but at the same time are rejecting of it. The determination stage signifies a window of 
opportunity where an individual starts to consider doing something about their behaviour 
and they become more motivated. If this level of motivation continues an individual will 
begin to take action and enter the action phase by doing something to change their 
behaviour. This stage will then be followed either by the maintenance stage, where they 
sustain any changes that have been achieved or a slip or relapse will occur. Slips and 
relapses are brief or more prolonged episodes of a return to the problem behaviour. They 
are however normal and to be expected and individuals appear to become closer to 
recovery after every relapse or slip in their behaviour. Slips and relapses will either lead 
an individual back into maintenance, contemplation or precontemplation.
Figure 1. The Stages of Change Model (Prochaska & DiClemente, 1982).
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One of the tasks of clinicians is to facilitate a move towards the action phase. Action 
usually involves the individual abstaining or reducing their intake of alcohol or drugs. 
Prior to this being achieved however, individuals often display a high degree of 
ambivalence and this can be a difficult obstacle to tackle on the pathway to change. 
Motivational interviewing has been found to be a particularly useful tool when working 
with these issues.
Motivational interviewing and its theoretical basis
Motivational interviewing is an approach that can be used to help individuals develop 
insight into their difficulties and facilitate a move towards action to tackle the problem. It 
has recently been described as a “directive, client-centred counselling style for eliciting 
behaviour change by helping clients to explore and resolve ambivalence” (Rollnick & 
Miller, 1995). It considers two important aspects of the therapeutic intervention. These 
are the style in which the therapist interacts with the client and the therapeutic strategies 
that are adopted. The approach is based on research that has identified factors that 
influence behaviour change.
Several studies have shown associations between a therapist’s style of interaction and a 
client’s outcome to treatment. One study examined the effect o f 10 outpatient sessions of 
behavioural self-control training in a group of individuals with alcohol difficulties 
(Miller, 1978). Participants receiving the intervention were compared to a control group 
who were initially assessed and then given encouragement, advice and a self help book to 
take home. Three months following the intervention however, there were no differences 
between the two groups and the control group had made similar improvements to those 
who had received treatment. The findings prompted further investigations to establish 
why there were no apparent differences.
An additional study was undertaken and the intervention was increased to 18 sessions 
(Miller, Taylor & West, 1980). Observations were also made of the therapists 
administering the intervention. They were rated on their ability to listen reflectively and 
were ranked according to their level of skill. Again the findings showed no differences 
between the treatment and control groups but differences were found when outcome was
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examined in relation to therapeutic style. Therapist rankings were shown to account for 
the variance in drinking between the treatment and control groups and these findings also 
held at one and two year follow ups (Miller & Baca, 1983). Therapist empathy was 
shown to be a particularly important characteristic and it significantly predicted a client’s 
weekly alcohol consumption. Hence, positive behaviour change appeared to occur when 
participants had had some level of contact from a therapist who demonstrated empathy 
and this factor appeared more important than receiving the intervention itself.
Patterson and Forgatch (1985) examined different styles of therapeutic interventions in 
families with child management problems. They videotaped family therapy sessions to 
investigate associations between a therapist’s approach and a client’s responses. They 
found that when therapists adopted a ‘teach’ and ‘confront’ approach, clients were more 
likely to display non-compliant reactions. However, when therapists adopted a 
‘facilitative’ and ‘supportive’ style there was a decrease in non-compliance. The second 
part of the study examined the causal link between these associations by manipulating the 
order of a style and the style itself that the therapist used in a session. The style 
alternated between a ‘teach’ and ‘confront’ style and a ‘non- teach’ and ‘non-conffont’ 
style and the findings revealed that teach and confront therapist behaviours produced 
increases in client non-compliance.
Miller and Sovereign (1989) replicated similar findings in a sample of individuals 
experiencing alcohol difficulties. Participants were randomly assigned to receive either a 
confrontational or a non-confrontational intervention. They found that the low 
confrontation intervention was associated with less participant resistance, whilst those 
receiving the confrontational sessions were more resistant and were more likely to argue, 
deny the problem or change the subject. Furthermore, the therapeutic style was found to 
be highly predictive of a client’s drinking one year later. Overall, the more confrontative 
style appeared to be associated with greater levels of drinking and the more supportive 
style was associated with greater change.
It is clear that the style a therapist adopts during therapy plays an important role in 
achieving change in addictive behaviours. Empathy appears to be particularly significant
66
Essay Four: Drug & Alcohol
and it is often achieved through reflective listening (Miller & Rollnick, 1991). Rogers 
(1959) first spoke of these skills and emphasised the need to create supportive therapeutic 
environments for clients that would allow them to explore and resolve their difficulties. 
He believed such atmospheres to be generated by therapists who expressed empathy, 
warmth and genuineness and who did not provide solutions or suggestions. Miller and 
Rollnick (1991) also considered the style of therapeutic intervention to be important in 
eliciting changes in addictive behaviours. It is on these principles that they based their 
motivational interviewing approach. Furthermore, they suggested that more 
confrontational styles were likely to create resistance in clients that limited change in 
addictive behaviours. They suggested that it is the way in which factors such as 
ambivalence are managed in therapy that will influence the degree of resistance or 
change.
The key principles and techniques of motivational interviewing
Rollnick and Miller (1995) summarised some of the general characteristics that reflect the 
style of motivational interviewing. They believe that motivation to change should come 
from the client. In addition, ambivalence should be resolved by the client and not 
resolved through persuasion from the therapist. Furthermore, the therapist should refrain 
from adopting an expert role and the intervention should be collaborative, non- 
confrontative and respectful. Resistance in clients should be viewed as feedback 
regarding the therapist’s behaviour and may reflect the use of a treatment strategy that is 
inappropriate for their needs.
In conjunction with the style, there are also a number of key principles to adopt in 
motivational interviewing (Miller & Rollnick, 1991). The first is to be empathie with the 
client in order to portray acceptance and understanding of their circumstances. It is then 
important to develop discrepancy by emphasising the difference between an individual’s 
present behaviour and their personal goals. This aims to amplify reasons to change their 
behaviour. Arguments should be avoided, as they are likely to generate defensiveness 
and limit change in therapy. A further principle is to ‘Roll with Resistance’ (Miller & 
Rollnick, 1991). This entails accepting ambivalence and resistance as being natural and 
understandable for individuals and their choice to ignore or accept advice or information
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should be fully respected. Finally it is important to support self-efficacy by strengthening 
an individual’s belief system so that they feel more capable of coping with and achieving 
change.
The principles and characteristic style of motivational interviewing can be elicited 
through the use of a range of techniques (Miller & Rollnick, 1991). These include using 
open-ended questions, affirmation, reflective listening, summarising and obtaining self 
motivational statements from individuals. Open ended questions are important in 
motivational interviewing as they encourage an individual to express their difficulties and 
promote the development of trust in the therapist. Affirmation is an additional technique 
that can be done by sharing statements of understanding or appreciation with the 
individual (Miller & Rollnick, 1991). Reflective listening involves responding to what 
the individual has said by vocalising a guess at what they mean. However, the therapist 
would choose what to reflect back to the individual and what to ignore. Summarising 
may be used to provide feedback on sections of a session and may be used to highlight 
discrepancies in an individual’s thoughts. Self motivational statements are statements 
from the client that suggest some recognition of the problem, some level of concern, 
some intention to change or some optimism about change (Miller & Rollnick, 1991). 
They can be reflected back to the individual, either through reflective listening or 
summarising to help increase their motivation to change.
The techniques can be used in a variety of ways, whilst maintaining the supportive and 
facilitative style of motivational interviewing. However, it is important to consider the 
needs of an individual in relation to the stage at which that they are in the process of 
change (Prochaska & DiClemente, 1982). Davidson, Rollnick and MacEwan (1991) 
suggested that different approaches should be used at different stages, as individuals can 
become unmotivated if  inappropriate strategies are used. It is therefore helpful to 
consider the general goals of therapy for each of the stages of change.
At a precontemplation stage, an individual should be offered information that can help 
them to develop an awareness of the problem and increase the probability of change. 
During contemplation an individual will be ambivalent and present reasons to change and
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reasons to remain the same. It is the task of the therapist to help tip the balance so that an 
individual increases their desire to change. The use of reflective listening, summarising 
and self-motivational statements are therefore particularly relevant at this stage. At the 
determination stage, an individual may require support in selecting appropriate strategies 
for change and may be more open to discuss relevant options. In the action stage, an 
individual may or may not require input but the overall aim is for them to achieve a 
change in the problem behaviour. Support to sustain change and prevent relapse will 
then be required during the maintenance stage. In the event of a relapse, a therapist 
should help reduce discouragement and encourage the individual to either resume action 
and maintenance or contemplate change.
The strengths and limitations of motivational interviewing
Motivational interviewing can be used with individuals who are at various stages of 
changing addictive behaviours. The approach has particular strengths in offering 
clinicians flexibility and choice and its style appears to be more acceptable to clients. 
Furthermore, it is based on factors that are considered to have a positive influence on 
behaviour change. However, not all clinicians feel comfortable adopting a motivational 
interviewing approach and Moyers and Yahne (1998) have highlighted some of the 
potential reasons for this discomfort.
Motivational interviewing differs from other approaches in its style and underlying 
principles. Other interventions such as the Twelve Step Model (Nowinski, Baker & 
Carroll, 1992) adopt a more confrontative approach to the treatment o f addiction 
difficulties. These approaches assume that individuals with addictive behaviours need to 
be confronted with their problems in order to achieve and sustain a positive change. As a 
result, some therapists familiar with the ethos of these approaches may have difficulty in 
accepting the more passive style of motivational interviewing and may believe that it is 
not powerful enough to move individuals through the stages of change (Moyers & Yahne, 
1998). Furthermore, the passive nature of the approach may leave some clinicians 
feeling frustrated if they must refrain from being more directive and confrontative 
(Moyers & Yahne, 1998). This may be particularly difficult when a client’s addiction is 
life threatening and the therapist feels they know what the client should do for the best.
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However, Miller and Rollnick (1991) argue that the techniques of motivational 
interviewing are not totally passive but encourage a clinician to listen and actively reflect 
back information to the client that is likely to increase the possibility of change. 
Furthermore, unlike other techniques it does not pressure individuals into making 
changes for which they are not ready (Rollnick & Miller, 1995). More directive 
techniques can however be used to compliment motivational interviewing if these meet 
the needs of the client.
A further aspect of motivational interviewing that may limit a clinician’s confidence in 
using the approach is that it may seem to take time to create change (Moyers & Yahne,
1998). In essence, the clinician must demonstrate patience and allow the client to take 
responsibility for their motivation to change. Although some may believe that the 
approach wastes time which instead could be used to give clients advice, there is 
evidence to suggest that motivational interviewing may be the most effect way of 
creating and maintaining stable change (Rollnick, Bell & Heather, 1992). Furthermore, 
clients may be less resistant in therapy and therefore be more likely to remain in contact 
with services (Miller & Rollnick, 1991).
The use o f motivational interviewing may at times seem to give a client permission to 
continue with their addictive behaviour (Moyers & Yahne, 1998). For some clinicians 
this approach may feel inconsistent with their natural instinct to take a more active, 
helping role in therapy. Hence, they may feel that motivational interviewing appears 
unethical, as it does not directly encourage change. In addition, some clinicians may 
consider that they are providing clients with a rationale or excuse to continue with an 
addiction, if  they fail to condone their behaviour. Research suggests however, that 
individuals are more likely to consider change if  clinicians are accepting of their 
circumstances and offer them the freedom of refraining from change (Rogers, 1957).
An additional feature of motivational interviewing is that clinicians adopt less of an 
expert role (Moyers & Yahne, 1998). This may be challenging for clinicians who are 
more familiar with direct approaches and threatening for some individuals who may feel 
more at ease with an ‘expert’ therapist. However, motivational interviewing has the
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benefit of reinforcing the client’s responsibility for change and reducing the pressures of 
responsibility that are often experienced by therapists.
To summarise, motivational interviewing appears to target the needs of the individual by 
focusing on features that have been shown to increase the probability of change. 
Nevertheless, some clinicians may be less open to adopt the more passive and facilitative 
style of the approach for reasons outlined above. However, it is important to base clinical 
practice on evidence, hence discussion will focus on a number of treatment outcome 
studies in order to assess the appropriateness of using motivational interviewing with 
addictive behaviours.
The efficacy of motivational interviewing
A number of studies have assessed the efficacy of motivational interviewing in various 
forms across different samples. Miller, Sovereign & Krege (1988) used brief 
motivational interviewing to increase the awareness of the risks of drinking alcohol 
amongst individuals who may not otherwise have sought help. Participants were 42 
alcohol drinkers recruited from a local newspaper. Eight said they had previously sought 
help and others said they had been advised to cut down or stop drinking. Most called 
themselves social drinkers and 11 stated that they were alcoholics or problem drinkers.
Participants received an explanation of the study and were then randomly allocated to one 
of three groups. The first group received a drinkers check up one week later. This was a 
two hour assessment, followed by a one hour feedback session a week later. Feedback 
was presented in a motivational interviewing style and included information from the 
assessment on the quantity and frequency of alcohol intake, results o f blood tests 
assessing liver damage and neuropsychological test results assessing cognitive 
impairment that was possibly associated with alcohol intake. A second group received 
identical treatment but were also given a list of local treatment agencies. The final group 
was a waiting list control group who received the same intervention as group one but had 
a six week wait.
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Follow up assessments supported the efficacy of motivational interviewing in comparison 
to the control condition. Participants receiving the intervention showed significant 
reductions in their weekly alcohol consumption and peak blood alcohol levels at a 6 week 
and 18 month follow up. There was no evidence of a behaviour change in participants in 
the waiting list group until after they had received the intervention. In addition, six 
individuals sought help for alcohol problems before the 6 week follow up and 14 had 
done so within 18 months. The findings supported the use of motivational interviewing 
techniques and in particular highlighted its benefits in encouraging individuals who 
demonstrate low motivation to change, to seek help.
Miller, Benefield & Tonigan (1993) carried out a similar study on a similar sample o f 42 
problem drinkers. They examined the style of a 2 session drinkers check up by randomly 
allocating participants to an immediate check up in a directive confrontational style, an 
immediate check up in a motivational interviewing style or a delayed check up following 
a 6 week wait. Results from a six week follow up showed both treatment groups to have 
achieved a significant reduction in drinking compared to controls. This was also 
sustained at a one year follow up and did not differ according to the style of intervention 
received. However, more directive-confrontational styles where therapists argued or 
disagreed were seen to generate greater resistance from clients and resistance was 
associated with poorer outcomes at one year. The results suggested that both styles 
produced positive outcomes but styles generating less resistance may be more effective in 
the treatment of addictive behaviours
Monti, Colby and Barnett et al (1999) evaluated the efficacy of a 30 -  40 minute 
motivational interview in reducing alcohol use and alcohol related consequences amongst 
94 adolescents aged 1 8 - 1 9  years old. Participants were recruited from an accident and 
emergency department following involvement in an alcohol related event. They were 
randomly assigned to receive motivational interviewing or standard care following an 
assessment. The motivational interviewing session included an introduction and review 
of circumstances, an exploration of motivation, personalised and computerised 
assessment feedback, imagining the future and establishing goals. Both groups also 
received alcohol information sheets and a list of local treatment agencies.
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Participants were followed up over the telephone at 3 months and in person at 6 months. 
Those who had received motivational interviewing had significantly lower numbers of 
drinking and driving incidents, traffic violations, alcohol related injuries and alcohol 
related problems than those who had received standard care. However, both groups had 
reduced their alcohol consumption. The results supported the use of motivational 
interviewing as a means of harm reduction as it reduced the negative consequences of 
drinking. Its power in reducing alcohol consumption may however have been masked in 
this study as the standard care condition contained elements similar to those of 
motivational interviewing in that participants were given information sheets and they 
would not normally have received this.
Senft, Polen, Freeborn & Hollis (1995) carried out a similar study with 516 individuals 
who were attending regular appointments with their GPs. Participants received either 
usual care or usual care plus a 15 minute motivational interview concerning their alcohol 
intake. Those who had received motivational interviewing reported significantly less 
alcohol consumption at 6 months and significantly fewer drinking days per week at both 
6 and 12 months follow ups in comparison to controls.
The effects of motivational interviewing on adolescent smoking behaviour were 
examined by Colby, Monti and Barnett et al (1998). They recruited 40 smokers from an 
accident and emergency department, an outpatient clinic and an inpatient unit. 
Participants were randomly allocated to receive brief advice or motivational interviewing. 
The latter included feedback on the effects of smoking with an emphasis on personal 
choice and responsibility. Four videotaped vignettes were also used to encourage 
discussion on the health effects, social consequences and financial costs of smoking. 
Feedback was provided on an individuals level of dependence, illnesses from the 
previous year that may have been linked to smoking and the total cost spent over the 
year. They were also given an information sheet and help to identify goals and strategies 
for behaviour change. Those in the brief advice group were advised to stop smoking and 
seek help if necessary.
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Follow up assessments at 3 months demonstrated high retention rates, quit attempts and 
long periods of continuous abstinence but there were no significant differences between 
the groups. However, an effect size of h=0.28 supported the potential efficacy of 
motivational interviewing. In addition, baseline measures of stages of change that were 
closer to action, lower smoking rates and higher depression symptoms were shown to be 
significant predictors of positive outcomes.
A number of studies have evaluated the effects of combining motivational interviewing 
with other interventions. Bien, Miller & Boroughs (1993) randomly assigned 32 
individuals with severe alcohol difficulties to regular treatment of weekly group therapy 
based on the twelve-step model (Nowinski et al, 1992) or regular treatment plus a 
drinkers check up. A three month follow up showed significantly lower levels of 
drinking in the motivational interviewing group but there were no significant differences 
at a 6 month follow up. The authors thought that results may have reflected the 
difficulties in maintaining treatment gains in individuals who have a high level of 
dependence and suggested that individuals may have benefited from booster sessions of 
motivational interviewing.
Brown and Miller (1993) carried out a similar study where 28 consecutive admissions to 
a private inpatient alcohol unit were randomly assigned to a standard care condition or 
standard care plus a two session drinkers check up, motivational assessment and 
interview. They also evaluated a participant’s involvement in treatment. Both 
motivational interviewing and control conditions showed significant reductions in weekly 
alcohol consumption but for the former group, this was significantly greater than the 
control group at a three month follow up. Those in the motivational interviewing group 
were also more involved in treatment and this predicted drinking outcome. Results 
suggested that motivational interviewing may have a useful role in promoting 
engagement in treatment.
Saunders, Wilkinson & Phillips (1995) evaluated the efficacy of motivational 
interviewing in 122 opiate users on a methadone maintenance programme. Participants 
were randomly assigned to a motivational interviewing or an educational control
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condition prior to receiving standard care. Motivational interviewing was an hour long 
session, structured to review the good and the less good consequences of heroin use with 
the aid of a decision matrix. An individual’s satisfaction with life and areas of concern 
were also discussed and this was followed a week later by a 10 -  15 minute review 
session. A 6 month follow up showed that the motivational interviewing group had 
progressed further along the stages of change, had made more commitments to abstain, 
recognised more positive outcomes from abstaining and remained engaged in therapy 
longer. Furthermore, they relapsed to opiate use less rapidly and reported lower rates of 
opiate related problems.
Research that has failed to demonstrate treatment gains following motivational 
interviewing includes a study of 378 non-treatment seeking alcohol users presenting for 
GP appointments (Richmond, Heather & Wodak et al, 1995). Participants were 
randomly allocated to receive either motivational interviewing, brief advice from a GP, 
an assessment only or no intervention. Motivational interviewing consisted of a 
structured behavioural change programme, with a goal of moderate drinking. It was 
delivered in 5 brief GP consultations over a 5 month period, using intervention strategies 
appropriate for different stages of change and included a self help manual.
Findings revealed no differences in alcohol consumption between the groups at either a 6 
or 12 month follow up. The study was however troubled by a 49% attrition rate in the 
motivational interviewing group that occurred prior to the introduction of motivational 
interviewing components. When these individuals were excluded from the analysis, the 
motivational interviewing group showed a greater reduction in drinking behaviour. It 
may therefore have been beneficial to use motivational interviewing components earlier 
on in sessions.
A further study of 114 inpatient gastroenterology patients (Kuchipudi, Hobein & 
Flickinger et al, 1990) failed to support the efficacy of motivational interviewing. 
Participants had recurrent gastrointestinal diseases and had been advised to discontinue 
alcohol consumption. They had continued to drink up until their hospital admission and 
were randomly assigned to receive motivational interviewing or no treatment.
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Motivational interviewing was based on the drinkers check up format and included 
interviews with 3 different individuals over 7 days, a visit from a social worker to discuss 
the benefit of alcohol treatment programmes and a weekly 45 minute group discussion of 
alcohol programmes in the hospital.
A three month follow up showed no significant differences in the self reports of drinking 
between the groups. Furthermore, a large number of participants failed to co-operate 
with parts of the study. However, the spirit of the intervention may not have fully 
reflected that promoted by Miller and Rollnick (1991). It was structured and formal and 
relied upon medical authority. Furthermore, more than 18 different therapists conducted 
the interviews and the variability that this may have generated is unclear.
Overall, despite a few exceptions, most studies evaluating the efficacy of motivational 
interviewing have found support for its use in the field o f addictive behaviours. It may 
encourage individuals with low motivation to seek help. It may also reduce resistance in 
clients and promote engagement in therapy. Furthermore, it may be beneficial in moving 
individuals along the stages of change and promote harm reduction. However, further 
research is needed to evaluate its effectiveness in relation to other models of intervention.
One large multi-site clinical trial (Project MATCH Research Group, 1998) compared 
different models of intervention and evaluated the possibility of matching clients to 
treatments in order to improve treatment outcomes. It recruited 1726 treatment seeking 
participants from 27 treatment facilities. Individuals were mainly alcohol dependent and 
over 50% had previously sought treatment for alcohol difficulties. Participants were 
randomly assigned to twelve step facilitation therapy (Nowinski et al, 1992), motivational 
enhancement therapy (Miller, Zweben & DiClemente et al, 1992) or cognitive 
behavioural therapy (Kadden, Carroll & Donovan et al, 1992). A control condition was 
not included as the study aimed to evaluate the effects of matching individuals to 
therapies. Interventions were administered during a 12 week period by trained therapists 
who followed a treatment manual. Participants were then assessed at 3, 6, 9, 12 and 15 
month follow ups. Outpatients were also followed up at 39 months.
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Findings revealed that participants in all three groups showed major improvements that 
were evident at the end of therapy and sustained at one year and 39 month follow ups. 
Furthermore, participants whose social network condoned drinking and those who were 
more dependent on alcohol, made greater progress with the twelve step approach than 
motivational enhancement therapy but significance was only achieved at the 3 year 
follow up. Motivational enhancement therapy was shown to be better for individuals 
with anger up until the 39 month follow up, perhaps due to its less confrontational nature. 
The cognitive behavioural treatment was found to be particularly beneficial amongst 
individuals with psychiatric difficulties.
Conclusions
Motivational interviewing therefore appears to be a valuable therapeutic tool that may be 
most effective when its style matches the individual needs o f clients. It would be of 
benefit to further examine the factors that predict favourable responses to this approach 
and the key elements that influence change. It is also necessary to establish the length of 
treatment effects and to determine whether this approach reduces the number of times an 
individual passes through the different stages of change before stable change is achieved. 
Furthermore, it is important to consider its efficacy with other samples of individuals 
such as those from other cultures. However, its apparent ability to achieve treatment 
gains following relatively short periods of intervention holds promise, particularly as the 
cost effectiveness of treatments becomes increasingly more important.
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Introduction
Bereavement is the act of having lost someone or something significant. This may 
include losing a loved one following illness or losing one’s job through retirement. 
Bereavement and loss can trigger a variety of emotional responses, collectively known as 
‘grief. Experiences of grief differ greatly and are unique to the bereaved individual 
(Stroebe, Stroebe & Hansson, 1993). Zisook and Schuchter (1986) say that “there is no 
prescription for how to grieve properly” and that there are “no research-validated 
guideposts for what is normal verses deviant mourning”. In general, grief is an expected 
and typical response to loss and is thought to diminish in intensity and frequency over 
time. Nevertheless some individuals have difficulty adjusting to loss and may experience 
psychological problems including depressed mood. Such difficulties can improve with 
psychological interventions (Parkes, 1981).
Older people are particularly susceptible to loss in a variety of forms, as increasing age is 
associated with factors such as deterioration in health, which in turn can lead to loss of 
mobility or independence. Consequently, bereavement and loss are common themes that 
arise for clinicians working with older populations of people. The appropriateness of 
psychological interventions may therefore be considered if  grief responses persist. To 
date however, there is a lack of research on bereavement in older adults (McKieman, 
1996). Clinicians are therefore reliant upon studies that have focused on younger 
populations to inform their clinical practices.
A number of theories of bereavement have been proposed. They assist in our 
understanding of the processes that encourage recovery from bereavement and are used to 
inform psychological interventions for individuals experiencing difficulties. This essay 
will present stage models and stress theories of bereavement and consider their treatment 
implications in relation to older adults. However discussion will first provide a general 
overview of grief and its presentation in older adults.
General responses to bereavement and loss
Grief reactions may be positive or negative and often generate conflicting feelings. 
Physical sensations that can accompany bereavement include breathlessness, fatigue or a
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dry mouth. Emotional responses include numbing, shock, anger or guilt. Behavioural 
reactions include crying, social withdrawal or substance misuse. Each individual’s grief 
will be unique and may be influenced by a number of factors including the nature and 
cause of the loss, the consequences of the loss and the life history of the bereaved 
(Littlewood, 1992). It is often difficult to make generalisations due to the complex nature 
of bereavement. However, most bereaved individuals are able to make the necessary 
adjustments following a loss that enable them to escape prolonged psychological 
difficulties (Stroebe et al, 1993).
Pathological grief reactions
Difficulties can arise however following bereavement and loss but definitions of 
pathological grief remain vague (Stroebe et al, 1993). Consequently, the prevalence of 
such difficulties has yet to be accurately established. In general, pathological grief is 
thought to be associated with excessively intense, absent or prolonged grief reactions. For 
example, some individuals are thought to experience chronic grief, which is an intense 
reaction to loss that is experienced over an extended period of time. In some cases, 
emotional attachments to a deceased individual will persist and the bereaved may act as 
though time has stopped since the death of the loved one. At times bereaved individuals 
may also act in anticipation of the return of the deceased (Littlewood, 1992). Other 
people may experience grief that is delayed, absent, suppressed or distorted. In these 
circumstances, they are aware of the loss but grief is avoided (Littlewood, 1992).
Research has identified a number of factors that are thought to increase the risk of 
pathological reactions. These include being in a dependent relationship with the deceased 
(Horowitz, Wilner, Marmar & Krupnick, 1980), experiencing death where no body was 
found (Simpson, 1979) or where death was unexpected (Osterweis, Solomon & Green,
1984), having a history of complicated grief reactions (Simos, 1979) and having a lack of 
social networks (Vachon, Sheldon, Lancee, Lyall, Roger, & Freeman, 1982). 
Furthermore, men appear to be at greater risk of poor psychological and physical health 
following bereavement than women (Stroebe & Stroebe, 1993). Hence, a variety of 
factors may increase an individual’s vulnerability to experience difficulties following 
bereavement.
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Bereavement in older people
Older people are the most commonly bereaved population within our society 
(McKieman, 1996). Not only are they at greater risk of losing an elderly spouse or 
elderly friends, they may experience a wealth of other losses including loss of health, loss 
of mobility, loss of carer role or loss of dignity. They are also more likely to have 
suffered multiply losses. Research that has reviewed the impact of bereavement in 
people over 65 years, has suggested that older age groups of people report less severe 
distress than middle-aged groups following a loss (McKieman, 1996). Furthermore, that 
they are at lower risk of deteriorating health than younger age groups, in spite of being 
more likely to report somatic symptoms following bereavement (Stroebe & Stroebe, 
1987). However, a review of the literature has triggered suggestions that older people 
may simply experience a different form of bereavement reaction to younger people rather 
then one that is less intense (McKieman, 1996).
One study that evaluated grief responses over a longer time period (Sanders, 1981) 
compared 21 women over the age of 65 years and 24 women under the age of 63 years 
following the loss of a spouse. A two-month follow up supported the view that younger 
individuals experienced more intense grief responses than older individuals. However, an 
18-month follow up detected an opposing trend. Older women were found to be 
experiencing elevated responses, with anxiety and loneliness being of greatest concern. 
Hence, the course and nature of grief may differ in older persons and may persist for a 
greater length of time. These findings were supported by a further study that found 
recovery time following bereavement to be longer for older individuals (Bolger, 
Wortman & Kessler, 1988, cited in McKieman, 1996).
Although the nature and course of reactions to bereavement may differ in older people, a 
number of theoretical frameworks can still be used to broaden understanding of grief 
processes in this population. In addition, they can be used to inform clinical practices for 
older adults who require intervention.
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Stage theories
Stage theories have been influential in understanding the process of bereavement. They 
propose that bereaved individuals pass through a range of emotional and behavioural 
stages following loss. Parkes (1970) suggested one stage theory of bereavement based on 
Bowlby’s work on attachment (Bowlby, 1980). It draws similarities between infants who 
are separated from their mothers and adults confronted with bereavement. To understand 
the theoretical basis of stage models, discussion will outline some of the general 
principles of attachment theory. Littlewood (1992) describes this as incorporating both 
evolutionary and psychodynamic perspectives.
According to attachment theory, the bond between a child and their major caregiver, 
usually the mother, is considered to be paramount in the development of a number of 
behavioural patterns and emotional responses during infancy, childhood and adult life 
(Bowlby, 1980). Differing types of attachment relationships in infancy have been 
examined through analyses of infants’ responses to separation from their major caregiver. 
Of interest to the attachment theorist is the nature of the child’s response to separation 
itself and their reunion responses when the caregiver returns. For example, securely 
attached infants will seek proximity during reunions and then continue to explore their 
environment, whilst insecurely attached infants may show resistance towards reunion 
(Ainsworth, Blehar, Waters & Wall, 1978). These early attachment relationships are, 
according to attachment theorists such as Bowlby, highly influential in later relationships 
with significant others. It is also postulated that how adults respond to the loss of a 
significant other will in part be determined by the nature of that relationship, previous 
attachment relationships and experience of loss.
Bowlby (1973) suggested that pathological grief was more likely to occur if an individual 
had experienced one of three types of disordered attachments. The first he suggested 
consisted of individuals who were anxiously attached to parents. These attachments were 
thought to encourage insecure attachments to marital partners, create over dependency 
and increase the risk of chronic reactions to grief. The second were compulsive self- 
reliant individuals, who would have been reluctant to accept care in childhood and 
preferred to do everything for themselves. Bowlby (1973) suggested that these
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individuals were more likely to deny loss and be more prone to delayed onset grief. 
Finally, Bowlby (1973) identified “compulsive caregivers” as having an increased risk of 
experiencing pathological grief reactions. He described these individuals as having 
‘giving roles’ rather than ‘receiving roles’ during childhood and suggested that they 
would be prone to experience chronic grief.
Stage theories draw on the attachment literature and describe grief as “an extension of a 
general response to separation” (Middleton, Raphael, Martinek & Misso, 1993). They 
define grief as a form of separation anxiety in adulthood that is a response to the 
disruption of an attachment bond. Parkes (1970) outlined several stages of behavioural 
and emotional responses thought to occur following bereavement. These were numbness, 
pining, depression and recovery. Parkes suggested that initially, the individual may feel 
numb but may then go on to attempt to recover the loss through searching or pining 
behaviour. Searching behaviour is considered to be similar to the behaviour displayed by 
a child who has experienced separation anxiety following the departure of its mother. It 
can be interpreted as an attempt to re-establish the attachment bond (Wortman & Silver, 
1990). Parkes (1970) acknowledges that searching is often futile following bereavement, 
but suggests that it may occur as a result of common reactions to loss that lead 
individuals to perceive the lost person or object to be temporarily recovered. These 
experiences include sensing that one has heard or seen a deceased individual or sensing 
their presence. However, when an individual realises that the loss is irrecoverable, 
feelings of despair are experienced. Depressive feelings may follow when the individual 
realises that old ways of behaving are no longer appropriate. Eventually, individuals are 
thought to progress to a stage of recovery where they are able to integrate the loss into 
their life and explore new experiences (Parkes, 1970).
It is important to acknowledge that there is a lack of agreement in the literature about 
when grief is expected to begin and end and about the intensity level o f grief feelings 
(Stroebe et al, 1993). Alty (1995) suggests that there are no set times for the beginning or 
ending o f grief and that in some cases grief may begin in anticipation of a loss. In 
general, the time taken to progress through the stages and the intensity of feelings within
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each stage is thought to vary according to the individual, their attachment history and 
their experience of loss (Kato & Mann, 1999).
Kubler-Ross (1969) also developed a stage model of bereavement She identified denial, 
anger, bargaining, depression and acceptance as the types of emotional reactions that 
accompany bereavement. This model adds to Parkes’ (1970) model of bereavement and 
loss by identifying a stage of denial. Denial is believed to protect an individual from 
having to confront the entirety of the loss immediately and hence, helps to prevent them 
from feeling overwhelmed by the loss. It is thought to be healthy and normal, except in 
cases where it persists over longer periods of time.
Schucter & Zisook (1993) propose a stage model of bereavement and loss that is more 
flexible than the models offered by Parkes (1970) and Kubler-Ross (1969). They suggest 
that grief is "not a linear process with concrete boundaries but a composite of overlapping 
fluid phases that vary from person to person” (Schucter & Zisook, 1993). They view 
stages in the grieving process as guidelines rather than measures of a person’s progress. 
Initial responses to loss are thought to include shock, disbelief and denial. These are 
considered to correspond to Parkes’ (1970) stages of numbing and pinning and are 
thought to persist over hours or weeks (Schucter & Zisook, 1993). The second stage 
reflects a period of acute mourning and is thought to encompass acute somatic and 
emotional discomfort, together with social withdrawal. It is during this phase, which may 
last up to several months, that death is thought to be cognitively and emotionally 
acknowledged. A final stage termed a ‘culminating period of restitution’ is then said to 
occur. This involves recognising that grieving has occurred and re-gaining abilities that 
have been lost including the ability to experience pleasure.
Worden (1983) provided an alternative perspective that complements stage models of 
bereavement and loss. He suggested that grieving be understood as a series of tasks that 
a bereaved individual has to complete in order to adjust to the new environment. The 
first of these tasks was to accept the reality of the loss, which involves acknowledging 
that the deceased has gone. A second task was to experience the pain of grief. A third
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task was to adjust to the new environment and the final task was to withdraw emotional 
energy from the deceased and reinvest this elsewhere.
The clinical relevance of stage theories
Stage models of bereavement assume that the grieving process is completed once an 
individual has worked through various stages of emotion or completed a series of 
grieving tasks. Individuals may oscillate between different stages and may experience 
conflicting and contradicting feelings and emotions throughout this process (Wortman, 
Silver & Kessler, 1993). Pathological grief is thought to occur if an individual does not 
proceed through the stages as it is thought that failure to complete each process will leave 
unresolved issues associated with the loss (Kato & Mann, 1999).
Stage models can therefore be used to guide treatment approaches for pathological 
bereavement reactions by applying them to the formulation of client difficulties. They 
would lead clinicians to identify the areas of unresolved emotions in clients and help 
them to progress through stages of grief that may have been neglected (Kato & Mann, 
1999). Furthermore, the knowledge of an individual’s previous attachment patterns could 
be used to inform psychological formulations and plan treatment interventions (Bowlby, 
1973). The principles of stage models also apply to the formulation of bereavement 
difficulties in older adults. Equally, stage models could be used as a guidance, if  grief is 
not pathological but where intervention involves facilitating a person’s own ability to 
cope. However, McKieman (1996) cautions against providing bereaved older adults with 
unnecessary interventions due to the risks of undermining a person’s own successful 
abilities to cope with grief.
Strengths and limitations of stage models of bereavement
Stage models of bereavement, although appearing to provide a structured framework to 
aid understanding of grief responses, have been subjected to a large amount of criticism. 
Kato and Mann (1999) pointed out that individuals can experience more than one stage 
simultaneously, skip stages or move backwards and forwards through the stages, hence 
making them difficult to test empirically. Wortman et al (1993) reviewed the 
bereavement literature and failed to find much support for stage theories. In some cases,
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they even noted contradictory evidence. They found that individuals experienced many 
different types of emotions following bereavement and that these also varied in their 
sequence and intensity. Although more flexible interpretations of the stage models have 
been proposed, (Schucter & Zisook, 1993), they concluded that stage models still failed 
to recognise the uniqueness of a bereavement experience. Wortman and Silver (1989) 
voiced a similar view by proposing that stage models may not generalise to every 
individual’s response to loss or account for such diverse outcomes. They emphasised that 
emotions such as distress are not experienced by all and that in some instances 
individuals fail to resolve loss but only experience pathology after a period of many 
years. Older adults in particular, may be more likely to suppress emotions and put on a 
brave face as this may have been an earlier cultural attitude (Raphael, 1984).
There is a danger therefore that stage models can be used to dictate the correct way of 
coping with a loss. Particularly as some caregivers and professionals are often of the 
belief that stages of grief exist and at times, use stage models as a way of measuring an 
individual’s progress (Wortman &  Silver, 1990). This may be especially unhelpful for 
individuals who may cope with loss in alternative ways that are equally adaptive.
Wortman et al (1993) did acknowledge that stage models correctly predicted that an 
expected loss would lead to a person proceeding through the stages sooner and hence 
recover quicker. A suggestion supported by research examining the risk factors to 
pathological grief (Osterweis et al, 1984). However, they criticise the models for failing 
to explain how loss influences mental or physical health. Furthermore, they concluded 
that stage models failed to fully account for why some people are severely affected by 
loss whereas others appear unscathed (Wortman et al, 1993).
A further criticism of stage models is that, apart from attachment history, they place little 
emphasis on an individual’s past life experience, current circumstances or personal 
resources. For older adults, factors such as the nature of the relationship with the 
deceased, health status, current life changes, income, personality and social support have 
an important influence on a person’s ability to cope with loss (Hansson, Remondet & 
Galusha, 1993) or multiple losses, which occur more frequently in this population (Alty, 
1995). Furthermore, it is acknowledged that most individuals cope with bereavement
89
Essay Five: Older Adults
with the help of family, friends and neighbourhood supports (Stroebe et al, 1993) yet 
older adults are often more isolated within the community (Alty, 1995). More research is 
therefore needed on the influence of such factors for older adults in relation to stage 
models of grief.
Stress theories
Stress theories of bereavement provide an alternative model to stage theories. Such 
theories define bereavement as being a major life stressor (Stroebe et al, 1993) that 
requires an individual to make a greater number of adjustments than other life events 
(Kato & Mann, 1999). This may be especially true for older adults for example, who may 
have lost a spouse and as a consequence have to adjust to relocation, a loss of social 
network or increased economic pressures (Alty, 1995). Stress theories are based on the 
premise that stressful life events, including bereavement, may precipitate the onset of a 
number of psychiatric and somatic disorders (Wortman et al, 1993). This is thought to be 
particularly true if an individual is already predisposed to a disorder (Stroebe & Stroebe, 
1993). The psychiatric and somatic disorders are thought to be attributable to direct 
biological causes including the brain’s influence on physiological responses to 
psychosocial influences or indirect causes such as behaviour patterns that impair health 
(Stroebe & Stroebe, 1993).
Direct biological effects of bereavement include those associated with chemical changes 
in the brain (Kato & Mann, 1999). Chemicals such as serotonin are thought to be 
released following bereavement and these are known to be associated with feelings of 
depression and anxiety (Reynolds, 1994). In addition, it is thought that bereavement may 
have a direct effect on psychoneuroendocrine responses by triggering endocrinological 
changes and suppressing immune system functioning. Bartrop, Luckhurst, Lazarus et al 
(1977) examined associations between immune functioning and bereavement distress in 
26 men and women who had lost their spouses compared with matched controls. They 
found associations between reduced immune functioning and bereavement but a causal 
link could not be proven. Schleifer, Keller, Camerino et al (1983) later used a prospective 
design to assess the immune responses of 15 men who had lost their wives to breast 
cancer. Immune system functioning was monitored at 6 week intervals during the course
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of their wives’ illness and reassessed at 2 months post-bereavement. The authors found 
that immune system functioning was reduced at the 2 month follow up period in relation 
to pre-bereavement levels. However, the pre-bereavement period would also have been a 
highly stressful time. Nevertheless, similar findings have been reported in other bereaved 
populations (for a review see Stroebe & Stroebe, 1993) and are associated with increased 
risk of contracting infectious diseases (Cohen & Williamson, 1996). However, it is not 
currently known whether variations in the psychological response to loss mirror the 
changes in immune system functioning (Irwin & Pike, 1993).
Stress theories are also concerned with the way individuals appraise their experiences of 
bereavement, behave following bereavement and the interaction between such variables. 
They add to other theories by considering bereavement in the context of an individual’s 
relationship with their environment (Stroebe & Stroebe, 1993). Cognitive appraisal 
theory, that encapsulates the work of Lazarus and Folkman (1984), has been particularly 
useful in broadening knowledge of cognitive influences. This theory draws associations 
between the way an individual appraises the stressfulness of an event, their ability to cope 
with it and the outcome of the event.
Cognitive appraisal theory predicts that individuals who appraise a bereavement as 
extremely stressful and perceive themselves as being unable to cope will have worse 
outcomes than individuals who perceive the event as being less stressful and judge 
themselves to be coping (Kato & Mann, 1999). Kato and Mann (1999) claim that this 
explains why individuals often suffer worse outcomes following unexpected loss, as an 
unexpected loss is likely to be appraised as being more stressful that an expected loss. 
Similarly, individuals who appraise their environment as lacking in social support may 
feel that they are less able to cope and be more likely to experience poor outcomes 
following loss.
Responses to bereavement and loss are also thought to be influenced by changes in an 
individual’s day to day behaviours during the post bereavement period (Irwin & Pike, 
1993). Some individuals adopt alternative routines that may change factors such as 
eating patterns, sleeping patterns or alcohol consumption. In turn, these changes can be
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maladaptive and have a negative impact on physical and mental health (Stroebe & 
Stroebe, 1987). Increased alcohol consumption for example, may increase the risk of 
experiencing low mood (Tyler, 1986).
Interactions between cognitive and behavioural factors are also of interest. For example, 
cognitive appraisal theory predicts that individuals would make more stressful appraisals 
of an unexpected event and that this may increase the risks of maladaptive behaviours 
such as consuming large quantities of alcohol. Such associations can be seen in older 
adults where an individual may experience negative cognitions about a loss and then 
attempt to protect themselves from further losses by isolating themselves from friends 
and family (Watson, 1994).
The clinical relevance of stress theories
Stress theories provide a theoretical basis for a number of interventions for bereavement 
difficulties. Interventions that target the direct effects of bereavement on brain 
physiology include attempts to change physiology using medication or biofeedback (Kato 
& Mann, 1999). Cognitive interventions may focus on the way individuals appraise loss 
and their coping following bereavement. They encourage clients to develop coping 
abilities and attempt to increase the number of positive appraisals of coping (Kato & 
Mann, 1999). Behavioural interventions may target maladaptive behaviour patterns and 
encourage individuals to develop more appropriate routines. In addition, skill deficits 
may be identified and new skills taught (Kato & Mann, 1999).
Stress theories could be applied to the formulation of bereavement difficulties in older 
adults. They may be particularly useful with this client group, who have often 
experienced multiple losses or the loss of a life long spouse and are known to require a 
greater length of time to adjust to loss (Bolger et al, 1988, cited in McKieman, 1996). 
This is because stress theories place a greater emphasis on coping with loss rather than 
resolving grief. Older individuals may therefore benefit from interventions that increase 
positive appraisals of coping as they may face significant changes that require substantial 
adaptation. In particular, it is recognised that older adults often have to deal with many 
losses over a short time (Alty, 1995) and that this is likely to intensify distress (Wortman
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& Silver, 1990). Hence, the use of cognitive interventions could help to address negative 
automatic beliefs or underlying assumptions associated with such losses and the 
individual’s beliefs about their ability to cope (Fleming & Robinson, 1991). Kavanagh 
(1990) highlights for example, that cognitive therapy can be helpful for individuals who 
have negative thoughts in relation to a loss such as believing they should have called an 
ambulance sooner.
Littlewood (1992) also points out that many people over the age of 75 years experience 
problems with mobility and as a consequence some couples become more isolated and 
invest more time and energy in each other. When such individuals experience the loss of 
a spouse, coping may become extremely difficult as their lives may feel particularly 
empty. Furthermore some older adults who have lost life long partners may consider the 
thought of developing a new relationship as inappropriate, impracticable or insensitive 
(McKieman, 1996). Moss and Moss (1979) suggest that elderly widows and widowers 
often retain an image of the deceased spouse and continue with a life style that is strongly 
governed by what the spouse would have done or said. Raphael (1999) describes this as a 
form of adaptive denial. Moss and Moss (1979) also state that some bereaved individuals 
believe that their lives are nearing an end too and that they cherish the moment of reunion 
with the deceased. They suggest that such beliefs together with social expectations, 
expectations of children and personal loyalties can reduce the likelihood of remarriage. A 
focus on coping with such loss may therefore be more realistic than achieving a sense of 
recovery as stage models might suggest (Parkes, 1970).
Alty (1995) suggests that older individuals could be encouraged to use community 
resources to increase their physical and social behaviours and be reminded of supportive 
social networks to help reduce loneliness and isolation. However, some older individuals 
may have less opportunities to reinvest their energy in new interests, as their level of 
functioning and physical circumstances, such as health status and access to transport, may 
not permit this (McKieman, 1996).
Stress theories also encourage the identification of skills that can be taught to increase an 
individual’s perception of coping. For older adults who have lost a spouse this may
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include increasing skills that were previously undertaken by the deceased such as 
managing financial affairs or cooking (Kato & Mann, 1999). For individuals who have 
suffered a stroke and lost their speech, this may include teaching them new strategies of 
communication. Thus, a focus on coping with change and loss may seem more 
appropriate and achievable for many older people (McKieman, 1996).
Strengths and limitations of stress theories of bereavement
Stress theories have the strength of being able to explain a number of bereavement 
responses. The effects of bereavement on physical and mental health for instance can be 
linked to changes in brain physiology (Stroebe & Stroebe, 1987). However, it is not 
known whether the characteristics of the bereavement experience and the individual’s 
environment have an impact on brain physiology.
Stress theories can account for the diversity of outcomes that are reported following loss 
as the variation in biological, behavioural and cognitive effects could lead to a wealth of 
different outcomes. Appraisal theory takes into account a person’s cognitive appraisals 
of characteristics of the bereavement such as the suddenness of the loss and factors 
associated with the individual’s environment such as the amount of available social 
support and how these interact and influence bereavement responses (Kato & Mann, 
1999). However, stress theories do not clarify whether maladaptive behaviour patterns 
have a causal role in relation to distress or are consequences of grief. Nevertheless, stress 
theories place a greater emphasis on the uniqueness of the bereavement experience than 
stage theories. They may also help to predict individuals who may be at greater risk of 
pathological grief reactions depending on the type and nature of appraisals that are made. 
However, more research is needed on how an individual’s previous experience of loss 
may influence the way they appraise and cope with current loss in relation to Stress 
theories.
Stress theories also fail to explain why some individuals do not experience distress 
following bereavement (Wortman & Silver, 1989). It is not clear whether this could be 
attributed to the nature of a person’s cognitive appraisals, brain physiology or some other
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factor. Furthermore there has been a lack of empirical evidence to date to support these 
theories and more research is required.
Conclusions
Discussion has focused on two models of bereavement, stage models and stress theories. 
There are also many other theories that add to our understanding of bereavement and loss 
(Stroebe et al, 1993). However, knowledge on bereavement processes has remained 
largely theoretical, perhaps due to the complex nature of grief and the difficulties that it 
presents in terms of measurement (McKieman, 1996). To date, there has been little 
agreement in the literature in relation to the normal time course of grief and the intensity 
and range of emotions that are expected to be experienced (Stroebe et al, 1993). It is 
acknowledged however that grief is a unique experience that may best be approached 
from an integrative perspective (Bonanno & Kaltman, 1999).
When working with bereaved older people it is important to consider that they may have 
experienced a number of losses. Furthermore that bereavement can reactivate old or 
unresolved losses, which may warrant attention during therapy (Zisook & Shuchter, 
1993). This may be particularly true if grieving was seen as a sign of weakness in the 
past (Bright, 1996). In addition, older individuals may themselves be close to death and 
they may mistake grief reactions as age related deterioration (McKieman, 1996). In turn, 
this may lead to feelings of pessimism about the future and worsen grief responses.
Perhaps the most important consideration however, is that older individuals are a 
heterogeneous group with different life experiences, circumstances and expectations of 
the future. The majority will not require intervention following bereavement 
(McKieman, 1996). Instead it is often important to promote independence following 
loss, as friends or family can sometimes misinterpret grief as a sign of being unable to 
cope. Consequently, others may be more likely to make decisions on behalf o f the 
bereaved and they may suffer further losses as a result (McKieman, 1996).
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Adult Mental Health Core Placement Summary
Placement Location: Haslemere Community Mental Health Team, Haslemere, Surrey
Summary of Experience
This placement involved working as a member of a multidisciplinary community mental 
health team (CMHT). Brief experience was also gained within the Trust’s Clinical 
Neuropsychology Service. During the placement work was undertaken with thirteen 
clients and sessions with a further seven clients were observed. They presented with a 
range o f issues including anxiety, depression, agoraphobia, anger, obsessive compulsive 
disorder, Asperger’s syndrome, attention deficit disorder, Alzheimer’s Disease, panic 
attacks, bereavement, driving phobia, personality disorder, chronic fatigue syndrome and 
schizophrenia. Assessment methods included assessment for treatment interviews and 
cognitive and psychometric assessments. Interventions took place in a range of settings 
including the community mental health team base, clients’ homes, GP surgeries and the 
community. Therapy was carried out on a one to one basis and was rooted within 
cognitive and behavioural models. A research project was undertaken which examined 
methods of communication between the CMHT and GP surgeries.
Dates:
Trust:
Supervisor:
Surrey Hampshire Boarders NHS Trust 
October 1998 to April 1999 
Sarah Owens
101
Adult Mental Health Core Placement: Case Report Summary
Adult Mental Health Case Report Summary
A neuropsychological assessment of cognitive loss in an adult man.
Referral and presenting problem: A 60 year old man who was experiencing memory 
and concentration difficulties was referred to the Clinical Neuropsychology Service by a 
Consultant Neurologist for assessment of possible dementia.
Assessment: A comprehensive cognitive assessment was undertaken to screen for
cognitive decline. Assessment included interviews with the client, interviews with his 
relatives and the administration of the Schonell Reading Test, the Wechsler Adult 
Intelligence Scale (Revised), the Memory for Designs Test, the Names Learning Test, the 
Kendrick Battery for the Detection of Dementia in the Elderly, the Graded Naming Task 
and informal tests such as drawing a clock face.
Summary of findings: The client’s verbal and performance IQ scores were lower than 
that predicted by estimates of his pre-morbid cognitive functioning. The difference 
between the two scores was also approaching statistical significance, suggesting organic 
impairment of the brain. Furthermore, test results were thought to be consistent in 
reflecting a general decline in the client’s level of cognitive functioning. Also noteworthy 
was that both quantitative and qualitative aspects of his test performance appeared to be 
similar to that found in individuals with Alzheimer’s Disease.
Recommendations: As the client’s difficulties remained under investigation by the 
Neurologist, he was not offered a formal diagnosis. He was however informed that his 
problems were more likely to have been organic in nature and that due to a deterioration 
in visuo-spatial and motor skills he was advised not to drive. It was suggested that a 
referral be made to a community psychiatric nurse for support but the client declined the 
offer. A report was sent to the Neurologist suggesting that the test results were indicative 
of dementia of the Alzheimer’s type.
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People with Learning Disabilities Core Placement Summary
Placement Location: Richmond Community Hamlet, Kew Foot Road, Richmond 
Trust: Kingston & District Community NHS Trust
Dates: 21st April 1999 -  1st October 1999
Supervisor: Andrew Adlem
Summary of Experience
This placement involved working as a member of a psychology service that provided 
input to two community teams for people with learning disabilities. During the 
placement, work was undertaken with seven clients with mild, moderate, severe and 
profound learning disabilities. They presented with a range of issues including anger, 
anxiety, autism, transvestism, persistent wailing, inappropriate behaviour of a sexual 
nature and dementia. Therapy included one to one sessions and consultative work with 
four staff teams. Moreover it involved extensive liaison with multidisciplinary team 
members and was rooted within behavioural and systemic models. Assessment methods 
included assessment for treatment interviews, assessment to establish eligibility for the 
service, assessment of daily living skills and cognitive assessments. Interventions took 
place in a range of settings including the team base of the community team for people 
with learning disabilities, clients’ homes and group homes.
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People with Learning Disabilities Case Report Summary
The assessment and management o f anger and anxiety in a client with autism.
Referral and presenting problem: A fifty three year old man with autism, receiving 
support from a community team for people with learning disabilities (CTPLD), was 
referred to the psychology service by his care manager. He was described as 
experiencing difficulties with anger and preoccupations.
Assessment: The client’s difficulties, needs and suitability for treatment were assessed. 
Information was also gathered from the care manager, the team’s psychiatrist and the 
team administrator. The client appeared to present with anxiety, numerous 
preoccupations and anger associated with social interactions.
Formulation: A cognitive behavioural framework was used in the formulation of the 
client’s difficulties. Features of autism including rigid thinking patterns and social 
impairments were considered to be predisposing factors. It was hypothesised that the 
client developed preoccupations, would become increasingly more anxious about his 
preoccupations and would seek reassurance from the CTPLD team. Reassurance 
provided short term relief of anxiety symptoms but maintained his difficulties in the long 
term. In relation to anger, it was hypothesised that the client either experienced negative 
social encounters (e.g. teasing) or would misinterpret neutral social encounters as 
negative. Rigid thinking patterns and his interpretation of these encounters would then 
trigger verbal aggression. The client would either return home or seek reassurance from 
the CTPLD but would be left with a negative perception of the event. These perceptions 
tainted his views of proceeding social encounters.
Action plan and implementation: The client was seen for six weekly one to one 
sessions that were based on cognitive behavioural principles. Sessions aimed to break the 
cycle of anxiety by challenging patterns of negative thinking and using distraction 
techniques. In addition, anger management strategies were explored and methods of 
avoiding situations that provoked anger were identified. Attempts were also made to
105
People with Learning Disabilities Core Placement: Case Report Summary
establish consistent team responses to the client’s demands for reassurance that limited 
the reinforcement of anxiety and anger.
Outcome: The client’s response to the intervention was limited. It was concluded that he 
had limited capacity to acquire new skills due to the nature, severity and duration of his 
impairments. Recommendations included placing less emphasis on promoting a change 
in behaviour and more on ways of supporting the client to maintain his current level of 
functioning.
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Children & Young People Core Placement Summary
Placement Location: Department of Child & Family Psychological Medicine, St Peter’s 
Hospital, Chertsey.
Summary of Experience
This placement involved working in a multidisciplinary child and family service based in 
a general hospital. During the placement, work was undertaken with eleven clients and 
sessions with a further two were observed. Clients presented with a range of issues 
including encopresis, school refusal, anxiety, parental training needs, behaviour 
problems, head banging. Attention Deficit Hyperactivity Disorder (ADHD) and 
Asperger’s syndrome. Therapeutic work took the form of one to one sessions with 
children, one to one sessions with parents and group sessions with family members. In 
addition, joint work was undertaken with members of the multidisciplinary team and 
liaison was conducted with other agencies including education and social services. 
Interventions were based on systemic, cognitive-behavioural and behavioural models. 
Methods of assessment included assessment for treatment interviews, behavioural diaries, 
geneograms and cognitive and psychometric assessments.
Dates:
Trust:
Supervisor:
Kingston & District Community NHS Trust 
13* October 1999 -  24* March 2000 
Bruce Holroyd
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Children and Young People Case Report Summary
The assessment and treatment of encopresis in an eight year old girl
Referral and presenting problem: An eight year old girl was referred to a department 
of child and family psychological medicine by a Specialist Paediatric Registrar. She was 
reported to have encopresis.
Assessment: The child and her mother were seen for an initial assessment interview. She 
was the youngest of three children and had a long history of encopresis. However, soiling 
did not occur in school, where incidentally she excelled academically. The child’s 
parents, who both led busy professional lives, appeared frustrated and annoyed by the 
problem.
Formulation: The girl’s difficulties were formulated within a narrative framework. It 
was hypothesised that the long standing nature of the soiling may have become 
overwhelming for the child, leaving her feeling powerless to evoke change. Furthermore, 
soiling had become a taboo subject within the home and the child’s difficulties had led to 
a problem saturated family script. This prevented the development of a supportive family 
environment that would encourage positive change.
Action plan and implementation: Intervention adopted narrative techniques but as the 
child’s parents were unable to attend sessions regularly, the child was seen on a one to 
one basis. Externalising approaches were used to address blame, avoidance and 
helplessness within the family system, create a new arena that would foster change, 
enable the problem to be reframed within the system, encourage the discussion of the 
problem and separate the child from the problem. Sessions also aimed to build the 
child’s motivation and confidence to tackle the problem by assessing its impact on family 
members, encourage the child to go into competition with the symptoms and encourage 
the whole family to unite against the symptoms.
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Outcome: Progress in response to the sessions was limited. Although the child became 
more motivated to tackle the soiling, held a greater degree of responsibility to evoke 
change and had begun to develop strategies that would help facilitate change, a number 
of difficulties persisted. Soiling remained a taboo subject within the family and vicious 
cycles of blame continued to operate. The family environment was therefore restricting 
the child’s progress as it failed to support, encourage and maintain change. Had sessions 
been able to address these issues, greater progress may have been made.
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Drug & Alcohol Placement Summary
Placement Location: Acorn Community Drug & Alcohol Team
Dates:
Trust: Surrey Hampshire Boarders NHS Trust 
12th April 2000 -  29th September 2000
Supervisors: Alistair Sutherland & June Richards
Summary of Experience
This placement involved working as a member of a multidisciplinary community drug 
and alcohol team whose areas of service provision spanned the Surrey Hampshire 
Boarders NHS Trust region and a number of local prisons. Clients presented with a range 
of difficulties associated with drug and alcohol dependence. Drugs being misused 
included cannabis, ecstasy, heroin, cocaine and benzodiazepines. Work was undertaken 
in a range o f settings including the team’s base, clients’ homes and a category C prison. 
Assessments included assessment for therapy or detoxification, assessment of risk, 
assessment for group work and psychometric assessment. Community work involved one 
to one sessions with five clients and one parent whom was seeking support after 
discovering drug use in her child, co-facilitating an alcohol support group and joint work 
with a psychiatrist in a harm reduction clinic. The majority of clients using the latter 
service were on methadone maintenance programmes. Work in the prison service 
included one to one sessions with five prisoners and the co-facilitation o f a relapse 
prevention group for drug users. Interventions incorporated motivational interviewing 
techniques, detoxification regimes and relapse prevention strategies and were rooted in 
cognitive behavioural and psychodynamic models. In addition, joint work was 
undertaken with members of the multidisciplinary team and extensive liaison was 
conducted with other agencies including social services. One day was spent at an in­
patient drug rehabilitation unit.
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Drug and Alcohol Case Report Summary
The assessment o f a client with alcohol dependence.
Referral and presenting problem: A forty one year old woman referred herself to the 
community drug and alcohol team for help with alcohol dependence.
Assessment: Assessment was carried out over three sessions as it was necessary to build 
a rapport with the client, particularly as previous attempts to access support had been 
unsuccessful. The assessment process adopted the style of motivational interviewing and 
was informed by the cognitive model of addition and the stages of change in addictive 
behaviours. Clinical interviews and psychometric assessment confirmed the presence of 
alcohol dependence, depression and anxiety. The client had also experienced marital 
disharmony and felt socially isolated as a consequence of a series of house moves. In 
addition, her addiction had led to the loss of her job and driving licence.
Formulation: The client’s alcohol dependence appeared to have been triggered by 
feelings of isolation, marital difficulties, low mood and anxiety. Her alcohol dependence 
appeared to have developed over time and she eventually became physically dependent 
on alcohol, needing to consume it in order to avoid withdrawal symptoms. Alcohol had 
resulted in the loss o f her job and the loss her driving license and this in turn had further 
increased her social isolation. A loss of stability in her life and deteriorating financial 
circumstances appeared to have encouraged her to engage with the service. The client’s 
verbal reports suggested that she was motivated to change her behaviour and abstain from 
drinking.
Recommendations: It was not appropriate to offer a cognitive intervention at this stage 
as it was likely that the client’s cognitive abilities were impaired by her levels o f alcohol 
consumption. A detoxification regime was therefore considered to be the most 
appropriate intervention in the first instance. Members of the multidisciplinary team 
were therefore consulted in order to establish the range of treatment options available.
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Older Adult Placement Summary
Placement Location: Haslemere Hospital, Church Road, Haslemere, Surrey
Dates:
Trust: Surrey Hampshire Boarders NHS Trust 
11* October 2000 -  23rd March 2001
Supervisors: Ian Kneebone
Summary of Experience
This placement involved working in a physical rehabilitation service for older adults. 
Psychological input was provided to two day hospitals, a stroke unit and an Alzheimer’s 
Disease Society day centre. During the placement, consultation took place with four 
carers and one to one sessions were undertaken with eleven clients. Clients presented 
with a range of difficulties including anxiety, depression, post stroke cognitive loss, 
coping with impending death due to a diagnosis of terminal cancer, dementia, somatic 
complaints, post stroke behavioural difficulties, adjustment difficulties, bereavement and 
agoraphobia. Assessment methods included assessment for treatment interviews, 
assessment for group work, behavioural diaries and cognitive and psychometric 
assessments. Interventions were based on cognitive behavioural (Rational Emotive 
Therapy) and behavioural models and took place in a range of settings including hospital 
wards, day hospitals, nursing homes and clients’ homes. Furthermore, a reminiscence 
group was co-facilitated, psychological input was provided to a group for people with a 
history of falls and a presentation was made to a group of carers on the psychological 
aspects of stroke.
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Older Adult Case Report Summary
The assessment and intervention o f a sixty nine year old woman presenting with 
anxiety and non-compliance with medication using a cognitive-behavioural model
Referral and presenting problems: A 69 year old woman was referred for 
psychological input by the Consultant in Geriatric Medicine at a day hospital. Her GP 
had prescribed medication for Parkinson’s Disease but the Consultant suspected that she 
did not have the disease and wanted to withdraw the medication. The client however, 
was failing to comply with the reducing regime and also described anxiety symptoms.
Assessment: Assessment was carried out at the day hospital and was based on models of 
loss and cognitive behavioural theories. The client had recovered from a recent episode 
of depression but continued to experience difficulties relaxing, stiffness in her neck and 
agitation. She stated that her Parkinsonian medication enabled her to ‘buzz around’, 
helped her to relax and gave her confidence. However, she also described experiencing a 
behaviour that she termed ‘sticking to the wall’. This only seemed to occur at home in 
the presence of her husband. Behavioural monitoring and verbal reports seemed to 
indicated that this occurred when the client’s husband took a more dominant stance in 
their discussions. Events of significance that had occurred in recent years included the 
client’s redundancy and her husband’s retirement.
Formulation: The client’s difficulties were formulated using cognitive behavioural 
models. Her redundancy and her husband’s retirement appeared to have been 
contributory factors to the development of her difficulties. The redundancy bringing 
about a number of losses and the retirement leading to greater dependency on her 
husband and reduced participation in independent social activities. It was hypothesised 
that the more recent prospect of being ill may have led to general anxiety, anxiety about 
the future or feelings of loss. Furthermore, the client associated her medication with 
feelings of wellbeing, social confidence and reduced anxiety and it is likely that such 
associations reduced her willingness to comply with a medication reducing regime. In 
addition, it was hypothesised that ‘sticking to the wall’ behaviour was associated with
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difficulties within the marital relationship and may have served as a distraction from 
feeling dominated by her husband.
Action plan and implementation: The client was seen for ten one to one sessions. 
Cognitive behaviour theory was used to inform psychological intervention that aimed to 
challenge negative automatic thoughts and behaviours that were maintaining her 
difficulties. Intervention included gathering evidence from behavioural experiments to 
challenge underlying beliefs about medication and encouraging an increase in 
independent social activities. The use of anxiety management strategies and relaxation 
techniques were also encouraged.
Outcome: A number of positive outcomes occurred by the end of the sessions. The 
client was no longer ‘sticking to the wall’ and she stated that she felt less anxious, less 
agitated and more relaxed. In addition, she was beginning to question the beliefs about 
medication that were preventing her from complying with a reducing regime. However, 
she continued to use medication inappropriately and remained dependent on her husband 
in social situations. The client’s lack of openness, poor psychologically mindedness and 
reluctance to admit difficulties were considered to limit that effectiveness of the 
intervention. Furthermore, it was felt that systemic interventions with both the client and 
her husband may have achieved greater success.
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Forensic Placement Summary
Placement Location: Broadmoor Hospital
Dates:
Trust:
Supervisor:
West London Mental Health NHS Trust 
9th April 2001 -  21st September 2001 
Pat Short
Summary of Experience
This placement involved working in the psychology department of a maximum security 
hospital. Input was provided to a range of patients including those with severe and 
enduring mental illnesses such as schizophrenia, sexual offending difficulties and 
personality disorders. Some patients had recently been admitted, some required longer 
term care and others were preparing for discharge to conditions of lesser security. During 
the placement therapeutic interventions were carried out with three patients, four were 
seen for assessment and sessions with a further two patients were observed. Interventions 
were based on systemic and cognitive-behavioural models and incorporated work on 
trauma, relapse prevention, self harm, the management of psychotic symptoms, illness 
education, anger and index offences. Assessments included assessment for treatment 
interviews, personality assessment, psychosexual assessment, risk assessment and 
cognitive and psychometric assessment. A day was also spent at HMP Grendon, a 
therapeutic prison for offenders with personality disorders.
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Abstract
An evaluation of written communication from members of a community mental health 
team (CMHT) to GPs was undertaken. Aims were to establish current communication 
practices within the CMHT and to consider whether these matched the views and 
preferences of GPs. Eight CMHT members completed a questionnaire which asked 
about assessment, interim and discharge correspondence. A similar questionnaire was 
administered to nineteen GPs, based in the three main referring GP practices. 
Descriptive statistics allowed comparisons to be drawn between the views of GPs and 
current practices within the CMHT. Qualitative feedback highlighted strengths and 
weaknesses within the team’s communication methods. GPs were satisfied with the 
team’s communication methods but certain types of information were felt to be under or 
over inclusive. Key items of information for correspondence were identified. GPs 
preferred standard forms with subheadings for such correspondence but team methods 
were influenced by procedures imposed upon them by the Trust. GPs felt that 
professional background or the severity of mental illness should not influence 
correspondence, suggesting that they preferred more general information. This may have 
implications for the future working practices of professionals in multidisciplinary teams.
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Introduction
Community mental health teams (CMHTs) provide care in the community for individuals 
with mental health needs. This usually occurs following a referral from a general 
practitioner. Team members carry responsibility for the care that they provide but GPs 
also hold responsibility for the continuing care of patients registered to them (Royal 
College of General Practitioners, 1990). Developments in community care have also 
increased the role of GP’s in the care of patients with mental illness (Kendrick, Sibbald, 
Bums & Freeling, 1991). It is therefore essential that effective communication exists 
between GPs and CMHTs to ensure continuity of care (Bindman, Johnson, Wright, 
Szmukler, Bebbingtion, Kuipers & Thomicroft, 1997).
Although some research has investigated communication between GPs and psychiatrists 
(Pullen and Yellowlees, 1985), few studies have addressed communication within 
multidisciplinary teams. Communication practices within CMHTs may vary due to 
differences in professional backgrounds or team procedures and management. Little is 
known about the views of GPs in relation to the style of communication adopted by 
different professionals within CMHTs. Some GPs may prefer to receive information 
about their patients that reflects the professional background of a team member. Others 
may favour communication styles that are standardized across professionals so that 
information can be provided in a uniform manner. Evaluating the type of information 
that GPs welcome about their patients might indicate their preferences and help to 
promote continuity of care.
As multidisciplinary ways of working are become more widespread, it is of growing 
interest to consider how working environments and the needs of referrers might influence 
communication practices. Current clinical psychology guidelines highlight appropriate 
communication practices following assessment, at interim time periods and at discharge 
(The British Psychological Society, 1998). These are shown in Table 1. The guidelines, 
although comprehensive, may not always correspond to the needs of GPs or be easy to 
satisfy due to the constraints of working environments.
123
Service Related Research Project
Table 1. Correspondence guidelines for clinical psychology services (British 
Psychological Society (BPS), 1998).
The BPS recommend that the following information be provided, where appropriate 
to a referrer:
Following Assessment:
Assessment Summary
Brief History of the client’s difficulties.
Summary of current situation.
Problems identified during the assessment. 
Formulation.
Rationale for treatment.
Expected duration of treatment.
Care Plan Summary 
Plan for further assessment.
Plan of care and target goals. 
Client contract.
Names and bases o f keyworkers. 
Expected duration of care.
The role the referrer could play. 
Dates for case reviews.
Interim Reports:
• Should be provided at intervals agreed with the referrer.
• Intervals should not normally exceed six months.
Following Discharge:
• Description of the clients presenting problem.
• Goals pursued during intervention.
• Case review procedures.
•  Outcomes.
• Reasons for discharge.
• Aftercare plans.
• How referrer may play a role in maintaining the health status of the client.
• When and with whom to get in touch should it be necessary.
This study therefore aimed to evaluate the style and content of written communication 
provided by a CMHT to general practitioners. The evaluation was of particular interest 
to the CMHT, as staff were required, under a Trust policy, to complete documentation 
(CAMS form) after every contact with a client. This had an impact on methods of 
communication used by the team. The procedure, which originated as a means of 
invoicing GPs for services provided, had been adapted by many team members to serve a 
further purpose as a means of communication with GPs. Hence GPs received some 
information about their patients following every session with a team member. As a
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consequence, many team members chose not to pass on information in the form of a 
letter.
It was hypothesized that findings would suggest that current methods of communication 
were inefficient, as GPs were likely to receive irrelevant information if communication 
occurred following every session. It was thought that GPs might report a need to reduce 
the amount of correspondence that they received from the CMHT. Furthermore, in 
relation to the content of communication, it was hypothesized that GPs would require 
information more frequently for patients with more severe types of mental illness, as 
those patients usually pose a greater risk. In addition, it was thought that GPs might 
require more general information about their patients rather than profession specific 
information, as they usually had a general role, monitoring patients within a limited 
consultation time.
A further objective of the study was to establish the type of information that GPs wanted 
to receive following initial assessment, at interim time periods and at discharge. 
Strengths in current communication practices were also highlighted along with aspects of 
practice that could be improved.
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Method
Participants
One community mental health team consisting of eight professionals participated in this 
study. They included one consultant psychiatrist, one specialist clinical assistant (a 
medical doctor specializing in psychiatry), two community psychiatric nurses, one 
clinical psychologist, one social worker, one occupational therapist and one community 
support worker. The three GP practices that received input from the team also 
participated in the study. There were nineteen general practitioners in total with Surgery 
1 having nine GPs, Surgery 2 having seven GPs and Surgery 3 having three GPs.
Setting
The three GP practices were the main source of referrals for the Community Mental 
Health Team. All were located in rural settings and the largest practice was closely 
located to the CMHT base.
Measures
Two measures were designed for use in the study that incorporated an information sheet 
for participants. The first was a questionnaire for GPs (Appendix 1) structured to obtain 
responses in relation to written correspondence at three time points. These were; (1) 
following assessment, (2) at interim time periods and (3) at discharge. Open and closed 
questions were also used to establish whether GPs required the date of the patient’s first 
contact with the team and their views on whether information should vary according to 
the type of professional involved, the severity of mental illness or other factors. They 
were also asked for their preferences on the frequency and format of written 
correspondence and to indicate the types of information that were essential, desirable or 
not required at the three time points.
A second questionnaire, designed for administration to CMHT members (Appendix 2), 
was similar to that of the GP questionnaire but it focused on current practices within the 
team. It required team members to indicate the types of information that they always, 
sometimes or never provided to GPs following (1) assessment, (2) at interim time periods
126
Service Related Research Project
and (3) at discharge. The questions mirrored those in the GP questionnaire, enabling 
comparisons to be drawn between the views and information provided by the team and 
the needs and views of the GPs.
Procedure
Questionnaires for CMHT members were hand delivered to the CMHT base. The team 
psychologist used the weekly team meeting to ask and remind individuals to complete a 
questionnaire. Team members were given four weeks to complete questionnaires before 
collection.
Contact was made prior to the study with the three GP practices to seek their co­
operation with the study. For the largest practice (Surgery 1), contact was made through 
the senior partner and for the remaining two practices (Surgeries 2 & 3), contact was 
established through the practice managers. All three practices agreed to participate and 
questionnaires were hand delivered on the same delivery day as the team questionnaires. 
GP practices were initially given four weeks to complete questionnaires. This was later 
extended to six weeks, to allow for those who had been on annual leave. All 
questionnaires were then collected for analysis.
Analysis
Descriptive statistics and qualitative feedback allowed comparisons to be drawn between 
the views of GPs and current practices within the CMHT. Statistical hypothesis testing 
was not carried out, as data between groups were not directly comparable due to 
differences in the phrasing of questions contained in the questionnaires.
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Results
Descriptive Statistics
Twelve out of nineteen (63%) GP questionnaires were completed for the study (see 
Appendix 3). Seven came from the largest practice, which was the closest in proximity 
to the CMHT base, giving a practice return rate of 78%. Two out of three were returned 
from the smallest practice (practice return rate of 67%) and three out of seven were 
completed by the third practice (practice return rate of 43%). Data collection was 
hampered due to the timing of the study as the majority of GPs, including all of those 
who failed to complete questionnaires, had taken annual leave during the data collection 
period. All questionnaires were returned from CMHT members (see Appendix 4).
First contact with the team
All GPs stated that they wished to know the date when a patient is first seen by the team.
Factors hypothesized to influence written correspondence
Profession
Table 2. shows the views of GPs and CMHT members in relation to the influence of 
professional role on report writing. The majority of GPs thought that assessment (92%), 
interim (92%) and discharge reports (100%) should not vary according to the 
professional role of a team member. Team members had opposing views believing that 
assessment (75%), interim (88%) and discharge reports (71%) did vary due to their 
professional role.
Table 2. GP views on whether information provided in reports should vary 
according to the professional involved and CMHT views on whether the information 
they provided varied due to their professional role._______________________________ _
Type of Report GP Team
Yes No Yes No
______________________________________ % (n)_____________ % (n)___________% (n)____________  % (n)_
Assessment 8 (1) 92 (11) 75 (6) 25 G)
Interim 8 (1) 92 (11) 88 (7) 1 ( )
Discharge____________ ________________ 0 (0)____________ 100 (12) 71 (5)________   I rL
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CMHT members felt that their professional role gave them a different perspective to 
others as they referred to different theoretical models, which in turn, influenced treatment 
plans. Differing roles also influenced the content of reports, for example some members 
would discuss medication, some would discuss risk and others would discuss work of a 
practical nature.
Severity o f mental illness
Table 3. shows the views of GPs and CMHT members about the influence of the severity 
of a patient’s mental illness on report writing. The majority of team members stated that 
their assessment (75%), interim (88%) and discharge reports (86%) did vary according to 
the severity of a patient’s mental illness. Team members felt that the severity of illness 
effected information that was provided on prognosis, risk and response to treatment. 
They also stated that individuals with more severe illnesses were less likely to be 
discharged. GPs were more inclined to state that information in assessment (58%), 
interim (58%) or discharge reports (73%) should not vary due to the severity of a 
patient’s mental illness. Although, it was considered that patients with more severe 
illnesses were likely to receive more input from the team.
Table 3. GP views on whether information provided in reports should vary 
according to the severity of the client’s mental illness and CMHT views on whether 
the information they provided varied due to the severity of a client’s mental illness.
Type of Report GP
Yes 
% (n)
No 
% M
Team
Yes 
% M
No 
% M
Assessment 42 (5) 58 (7) 75 (6) 25 (2)
Interim 42 (5) 58 (7) 88 (7) 12 (1 )
Discharge 27 (3) 73 (8) 86 14 (1) _
Other factors
Team members identified time, legal requirements and differing GP requests as factors 
that influenced report writing.
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Information required following an initial assessment
Table 4. shows the information considered essential, desirable or not required by GPs in 
an initial assessment report and indicates if such information was always, sometimes or 
never provided by team members.
The majority of GPs reported “the names of the professional involved” (83%) and “the 
immediate course of action” (83%) to be essential. The team were currently meeting the 
needs of GPs in providing the latter (see Figure 1) but were less good in providing the 
former (see Figure 2).
Table 4. The percentage of GPs who considered specified items of information to be 
essential, desirable or not required in an initial assessment report and the 
percentage of CMHT members who always, sometimes or never included such items 
in their initial assessment reports.
Item of Information GP TEAM
Essential Desirable Not
required
Always Sometimes Never
% (n) % (n) % (n) % (n) % (n) % (n)
Named professionals involved 83 (10) 1 7 ( 2 ) 57 (4) 4 3 ( 3 ) -— —
Reason for referral / summary of current 6 7 ( 8 ) 3 3 ( 4 ) --- 63 (5) 25 (2) 1 2 ( 1 )
situation
Family / social context of patient 1 7 ( 2 ) 6 6 ( 8 ) 1 7 ( 2 ) 37 (3) 63 (5) ---
History of difficulties 8 ( 1 ) 7 5 ( 9 ) 1 7 ( 2 ) 50 (4) 3 7( 3 ) 12 (1 )
Formulation of difficulties 7 5 ( 9 ) 2 5 ( 3 ) 75 (6) 12(1) 12 (1)
Diagnosis 50 (6 ) 4 2 ( 5 ) 8 ( 1 ) 50 (4) 50( 4) ---
Prognosis 8 (1 ) 92 (11) --- 14 (1) 4 3 ( 3 ) 43 (3)
Immediate course of action 83 (10) 1 7 ( 2 ) --- 88 (7) --- 12 (1)
Intended long term treatment 34 ( 4 ) 5 8 ( 7 ) 8 ( 1 ) 37 (3) 3 7( 3 ) 25 (2)
Rationale for treatment 8 (1 ) 6 7 ( 8 ) 2 5 ( 3 ) 37 (3) 50 (4 ) 13 (1)
Expected duration of treatment 17 ( 2 ) 5 0 ( 6 ) 3 3 ( 4 ) 14 (1) 4 3 ( 3 ) 43 (3)
Treatment goals 17 ( 2 ) 6 6 ( 8 ) 1 7 ( 2 ) --- 100 (7) ---
Frequency of sessions 8 ( 1) 4 2 ( 5 ) 5 0 ( 6 ) 14 0 ) 2 9( 2 ) 57 (4)
Location o f sessions --- 5 0 ( 6 ) 5 0 ( 6 ) 29 (2) 2 9( 2 ) 43 (3)
Expected number of sessions --- 5 8 ( 7 ) 4 2 ( 5 ) 14 (1) 57 (4 ) 29 (2)
Expectations of the patient --- 5 8 ( 7 ) 4 2 ( 5 ) --- 86 (6 ) 14 (1)
Expectations of the GP 8 ( 1 ) 3 4 ( 4 ) 5 8 ( 7 ) --- 57 (4) 43 (3)
Requirements for further assessment 2 5 ( 3 ) 4 2 ( 5 ) 3 3 ( 4 ) 29 (2) 57 (4 ) 14 (1)
Dates for case reviews etc. 8 ( 1 ) 6 7 ( 8 ) 2 5 ( 3 ) 43 (3) 4 3( 3 ) 14 (1)
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Figure 1. Immediate course of 
action supplied in initial assessment
Immediate Course of Action.
Wanted by GPs / Provided by Team
100 ---------------------------------------------------------------------------------------
group
Q g p
□  team
Not required N ever D esirab le  S o m e tim es  E ssen tia l Always
Immediate course of action.
Figure 2. Names o f professionals 
involved supplied in initial assessment
Names of professionals
Wanted by GPs / Provided by Team.
100
I0)
Q.
M issing D esirab le  S om etim es E ssentia l Always
N am es of the P rofessionals Involved.
Many GPs also considered “diagnosis” (50%) and “reason for referral / summary of 
current situation ” (67%) essential. These items were stated as always being included by 
50% and 63% of the team respectively.
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No GPs considered “formulation of difficulties”, “location of sessions”, “expected 
number of sessions” or “expectations of the patient” to be essential and 58% did not 
require “expectations of the GP”. The team mainly supplied information that mirrored 
the needs of GPs except for “formulation of difficulties” which was always provided by 
75% of the team (see Figure 3).
Figure 3. Formulation of difficulties, supplied in initial assessment report.
Formulation of Difficulties
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: '-v - •
gro up
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]tea m
N ot required N ever D esirab le  S o m e t im e s  E ssen tia l A lw ays
F o rm u la tio n  o f D ifficu ltie s .
GPs felt current assessment reports were good. They stated that hand written reports 
were difficult to read and that the forms used were too small. They also requested that 
the team clarify who would be continuing with care following initial assessment.
The team stated that assessment reports were important for other professionals or future 
reference. However, most team members communicated information using CAMS forms 
and occasionally supplemented this with a letter. Their size restricted the amount of 
information included, although they were useful if team members were short of time. 
91% of GPs said that they would prefer to receive a standard form with subheadings 
following assessment.
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Information Required at Interim Periods
Table 5. shows the information considered essential, desirable or not required by GPs in 
interim reports and indicates if such information was always, sometimes or never 
provided by team members.
Table 5. The percentage of GPs who considered specified items of information to be 
essential, desirable or not required in interim reports and the percentage of CMHT 
members who always, sometimes or never include such items in their interim
Item of Information
Essential 
% (n)
GP
Desirable 
% (n)
Not 
required 
% (n)
Always 
% (n)
TEAM
Sometimes 
% (n)
Never 
% (n)
Summary of background 
information
9 ( 1 ) 9 ( 1 ) 8 2 ( 9 ) --- 6 2 ( 5 ) 38 ( 3 )
Summary of difficulties 2 7 ( 3 ) 3 6 ( 4 ) 3 6 ( 4 ) --- 7 5 ( 6 ) 25 ( 2 )
Current mood state 5 8 ( 7 ) 3 3 ( 4 ) 8 ( 1 ) 8 7 ( 7 ) 1 3 ( 1 ) ---
Progress to date / goals achieved 3 6 ( 4 ) 6 4 ( 7 ) --- 5 0 ( 4 ) 5 0 ( 4 ) ---
Stage in treatment 1 8 ( 2 ) 4 5 ( 5 ) 3 6 ( 4 ) 1 4 ( 1 ) 5 7 ( 4 ) 2 9 ( 2 )
Issues in therapy 4 2 ( 5 ) 5 0 ( 6 ) 8 ( 1 ) 2 9 ( 2 ) 7 1 ( 5 ) ---
Change in patient circumstances, 
directly related to illness
2 5 ( 3 ) 5 8 ( 7 ) 1 7 ( 2 ) 7 5 ( 6 ) 2 5 ( 2 )
Change in patient circumstances, 
indirectly related to illness
8 ( 1 ) 5 0 ( 6 ) 4 2 ( 5 ) 2 5 ( 2 ) 7 5 ( 6 )
Changes in treatment plan / 
treatment goals
5 0 ( 6 ) 50 ( 6 ) 5 0 ( 4 ) 5 0 ( 4 )
Remaining treatment goals 1 8 ( 2 ) 55 ( 6 ) 2 7 ( 3 ) --- 8 6 ( 6 ) 14 (1 )
Forecast number of sessions 55 ( 6 ) 4 5 ( 5 ) . . . . 4 3 ( 3 ) 57 (4 )
“Current mood state”(58%) and “changes in treatment plan” (50%) were items most 
likely to be endorsed as essential by GPs. These items were reported as “always” 
provided by 87% and 50% of the team respectively. No GP reported “progress to date / 
goals achieved” as “not required”.
No GP reported “forecast number of sessions” as being essential and a large proportion 
did not require a summary of background information (82%). The team supplied 
information that mirrored the needs of GPs for the former but a summary of background 
information was sometimes provided by 62% of the team (see Figure 4).
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GPs stated that they received too many reports, that information in documents completed 
following every session was often duplicated in subsequent letters and that they would 
prefer more information less often. They required information on GP involvement, for 
example changes in prescriptions rather than trivial information, such as “went 
shopping”. Table 6. shows that there was no clear preference for the frequency of 
interim reports. However, more severe illnesses appeared to necessitate greater 
frequency.
Figure 4. Summary of background information, supplied in interim reports.
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Sum m ary of background information.
Team members used CAMS forms to forward information following every session (see 
Table 6) and disliked leaving these forms blank. However, they felt this method was 
unsatisfactory for the transfer of sensitive information. A standard form with subheadings 
was the preferred format for 58% of GPs, with only 25% preferring brief summaries 
following every session.
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Table 6. The desired frequency of interim reports as stated by GPs and the actual
Desired / Actual Frequency of GP Team
Interim Reports Severity of Illness Severity of Illness
Severe Less Severe Severe Less Severe
% (n) % (n) % (n) % (n)
After each contact 25 (3) 8 G) 100 (8) 100 (8)
Fortnightly ---- ----
Monthly 25 (3) 33 (4)
3 monthly 8 G) 8 G)
6 monthly 8 G) ----
After crisis only 17 (2)
After crisis & monthly 17 (2) ----
After crisis & 3 monthly 8 G)
After crisis & 6 monthly 17 (2) 8 G)
After crisis & change in 17 (2)
treatment / medication
Information required at discharge
Table 7. shows the information considered essential, desirable or not required by GPs in 
discharge reports and indicates if such information was always, sometimes or never 
provided by team members.
Table 7. The percentage of GPs who considered specified items of information to be 
essential, desirable or not required in discharge reports and the percentage of team 
members who always, sometimes or never include such items in their discharge
ITEM
Essential 
% (n)
GP
Desirable
%(n)
Not 
required 
% (n)
Always 
% (n)
TEAM
Sometimes 
% (n)
Never 
% (n)
Summary of background information 1 8 ( 2 ) 45 (5) 3 6 ( 4 ) 7 1 ( 5 ) 29 (2)
Summary of patient's difficulties 4 2 ( 5 ) 33 (4) 2 7 ( 3 ) 29 (2) 5 7 ( 4 ) 14 (1)
Description of treatment 6 7 ( 8 ) 33 ( 4) --- 43 (3) 2 9 ( 2 ) 29 (2)
Goals pursued 1 8 ( 2 ) 73 (8) 9 ( 1 ) 43 (3) 4 3 ( 3 ) 14 ( 1)
Achievements during therapy 7 3 ( 8 ) 27 (3) --- 67 (4) 1 7 ( 1 ) 17 (1)
Current mental state 8 2 ( 9 ) 18 (2) --- 87 (7) --- 13 (1)
Reason for discharge 7 5 ( 9 ) 25 (3) --- 87 (7) --- 13 (1)
Patient role in maintaining health 
status
3 6 ( 4 ) 64 (7) 57 (4) 29 (2) 14 ( 1)
GP role in maintaining health status 3 3 ( 4 ) 67 ( 8) --- 25 (2) 62 ( 5 ) 13 ( 1 )
Named team member for future 
contact
83 GO) 17 (2 ) 37 (3 ) 37 (3 ) 25 (2 )
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The majority of GPs reported the following to be essential; “current mental state” (87%), 
“named team member for future contact” (83%), “reason for discharge” (75%), 
“achievements during therapy” (73%) and “description of treatment” (67%). The team 
were currently meeting the needs of GPs in providing most of these items except the 
“named team member for future contact” (37% endorsed always, see Figure 5) and 
“description of treatment” (43% endorsed always, see Figure 6).
Figure 5. Named team member for future Figure 6. Description of treatment
contact supplied in discharge report supplied in discharge report
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Description of treatment.
GPs stated that discharge reports were good but clarification was needed on how, if 
necessary, patients can seek future input from the team. It was also necessary to clarify 
whether a patient had been discharged by the whole team or one team member.
The team felt that they needed to provide more information about the treatment 
completed. Communication usually occurred using CAMS forms and was occasionally 
supplemented with a letter. Most GPs (83%) wanted information to be forwarded using a 
standard form with subheadings.
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Discussion
All GPs wished to be informed of the date of a patient’s first contact with the team. This 
need was currently satisfied, as the team sent a copy of the initial appointment letter to 
GPs.
GPs felt that written communication from the team should not vary according to the 
professional role of the team member. The team however, felt that their professional role 
did influence correspondence. Similarly, many GPs did not consider the severity of a 
patient’s mental illness to influence correspondence, whereas team members shared 
opposing views. Findings suggested that although different professionals approached 
referrals in a manner that was consistent with their profession, GPs may be less interested 
or receptive to information that is profession specific, such as psychological formulation. 
They may also place less emphasis on the severity of a client’s mental illness. Instead 
they may prefer more general information, aimed at complimenting their role. 
Professional guidelines for communication may therefore need to consider the impact of 
multidisciplinary working and the requirements of purchasers, on future practice.
The team demonstrated strengths in their initial assessment correspondence by providing 
GPs with relevant information, such as the immediate course of action. However, there 
was a need to clarify the names of the professionals involved in providing a patient’s 
care. The following items were considered key to include in assessment reports; the 
names of the professionals involved, the immediate course of action, the diagnosis and 
the reason for referral or a summary of current difficulties. GPs wanted to know less 
about formulation, location, expected number of sessions and expectations of the patient. 
Furthermore, 58% did not want to know about expectations of the GP. The BPS 
recommend that psychologists provide information on formulation, expected duration of 
treatment and the role of the referrer in initial assessment reports. This supports a need 
to consider the impact of environmental demands on future professional practices.
Team members were also good at providing a patient’s current mood state and changes in 
treatment plans in interim reports. They could however reduce the amount of
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background information that they provided. A patient’s current mental state and changes 
in treatment plan, including medication change, were considered as key items to include 
in interim correspondence. GPs did not require a summary of background information or 
a forecast of the number of sessions. There was a need to reduce trivial, irrelevant 
information and place greater emphasis on providing information that was relevant to the 
role of a GP.
There was no agreement amongst GPs about the preferred frequency of interim reports, 
except a general requirement for more information less often. There were suggestions 
that information was required more frequently for those with more severe mental health 
needs. The range of GP responses in relation to the frequency of interim reports may 
reflect the vast individual differences in need within mental health populations.
The CMHT was successful in meeting the needs of GPs when discharging patients but it 
was felt that it could improve by clarifying the mechanisms for a patient to access future 
input. The following were considered to be key items to include in discharge reports; 
current mental state, named team member for future contact, reason for discharge, 
achievements during therapy and a description of treatment. On the whole, these items 
were consistent with the BPS guidelines for clinical psychologists.
In relation to the format of written communication, GPs expressed an overall preference 
for the use of standard forms with subheadings for assessment, interim and discharge 
reports. The practices of team members were however influenced by a policy requiring 
them to complete CAMS forms following every client contact. Consideration should be 
given to the needs of GPs when reviewing this policy.
In the meantime, the team could consider forwarding information to GPs using the 
format that they suggested and omit correspondence information from CAMS forms. As 
a minimum, strengths could be built upon by reducing trivial, irrelevant information that 
is often communicated to GPs. Team members should focus on providing information 
that compliments the role of the GP.
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Despite the small sample size of the study, the findings will help to inform the CMHT of 
their strengths in communication and be used to promote more efficient working 
practices (Appendix 5). Findings suggest that the demands of work environments and 
purchasers may have implications for the future of professional practices.
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PsychD Clinical Psychology 
School o f Human Sciences 
Department o f  Psychology
University o f Surrey 
Guildford 
Surrey
Information Sheet for General Practitioners
Dear Dr
I am a trainee clinical psychologist and was based at Haslemere Community Mental Health 
Team for 6 months as part of my doctorate training. On behalf of the team, I am evaluating 
. the ways in which team members communicate with GPs about their clients.
Whilst working in the team, I became aware that GPs were sent information about clients 
following each contact with the team. This was partly due to the way our service was 
funded but it seemed to have developed into a means of communication. It is not known 
whether such methods are effective in passing on essential information, efficient in 
reducing irrelevant information or if indeed GPs wish to be informed in this manner.
The enclosed questionnaire aims to establish the kind of information that GPs want and 
need to be given and to identify the most appropriate means of achieving this. Your 
responses will be used to highlight ways of reducing irrelevant paperwork and to 
promote methods of communication which ensure that essential information reaches 
you effectively.
My findings will be fed back to the team and used to consider ways of improving our 
service. A written summary will also be made available to each of the practices 
participating in the project.
Thank you for your participation in this research.
Yours sincerely
Rachel Hampton
Clinical Psychologist in Training
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Please answer the following by considering your views in general circumstances.
TIME ONE: At Initial Contact with the Team
1. Do you want/need to know the date when a patient is seen by the team for the first time? YES /NO
2. Following an initial assessment, which of the following are necessary in written correspondence.
Mark (X) ONE Column only for each row.
ITEM ESSENTIAL DESIRABLE
NOT
REQUIRED
Named professionals involved
Reason for referral /  summary o f  current situation
Family /  social context o f  patient
History o f  difficulties
Formulation o f  difficulties
Diagnosis
Prognosis
Immediate course o f  action
Intended long term treatment
Rationale for treatment
Expected duration o f  treatment
Treatment goals
Frequency o f  sessions
Location o f  sessions
Expected number o f  sessions
Expectations o f  the patient
Expectations o f  the GP
Requirements for further assessment
Dates for case reviews etc.
O ther -  please specify: —
3. Do you think the information provided following an initial assessment should vary according to:
a. The professional involved? YES / NO I f  Y E S how?
b. The severity of mental illness? YES / NO I f  Y E S how?
c. Any other factor? YES /  NO If  Y E S what?
4. What are your views on the information that you currently receive from the team following initial 
assessment?
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TIME TWO: Interim Periods
5. In general, how frequently do you require an interim report for clients who have:
Major mental illness (i.e. Schizophrenia) Less severe difficulties (i.e. Panic Attacks)
Mark ONE answer only for each client group
After each contact After each contact
Fortnightly Fortnightly
Monthly Monthly
3 Monthly 3 Monthly
6  Monthly 6  Monthly
After Crisis Only After Crisis Only
After Crisis and  (Specify time) After Crisis and  (Specify time)
Other (specify) Other specify
6. In interim reports, which of the following are necessary in written correspondence;
Mark (X) ONE Column only for each row.
ITEM ESSENTIAL DESIRABLE NOT REQUIRED
Summary o f  background information
Summary o f  difficulties
Current mood state
Progress to  date /  goals achieved
Stage in treatment
Issues in therapy
Change in patient circumstances, directly related to  illness
Change in patient circumstances, indirectly related to  illness
Changes in treatm ent plan /  treatment goals
Remaining treatment goals
Forecast number o f  sessions
Other - please specify:
7. Do you think the information provided in an interim report should vary according to:
a. The professional involved? YES /  NO I f  YES how?
b. The severity of mental illness? YES /  NO I f  YES how?
c. Any other factor? . YES /  NO I f  YES what?
8. What are your views on the information that you currently receive from the team at interim time 
periods?
Please Turn Over
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TIME THREE: At Discharge
9. In discharge correspondence, which of the following are necessary:
Mark (X) ONE Column only for each row.
ITEM ESSENTIAL DESIRABLE NOT REQUIRED
Summary o f  background information
Summary o f  patient's difficulties
Description o f  treatment
Goals pursued
Achievements during therapy
Current mental state
Reason for discharge
Patient role in maintaining health status
GP role in maintaining health status
Named team member for future contact
Other - please specify
10. Do you think the information provided at discharge should vary according to:
a. The professional involved? YES /NO I f  YES how?
b. The severity of mental illness? YES / NO If YES how?
c. Any other factor? YES / NO I f  Y ES what?
11. What are your views on the information that you currently receive from the team at discharge?
FORMAT
12. Please indicate your order of preference for each format at each of the three correspondence intervals. 
Use: 1 = 1st choice, 2 = 2nd choice, 3 = 3rd choice, 4 = 4th choice.
FORMAT INITIAL ASSESSMENT INTERIM REPORTS DISCHARGE
Letter with no subheadings
Standard form with subheadings
Brief summary after each session
Other - please specify:
Additional Comments:
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PsychD Clinical Psychology 
School o f  Human Sciences 
Department o f  Psychology 
University o f Surrey 
Guildford 
Surrey
Information Sheet for Team Members
Dear
As you are aware, I was based at Haslemere Community Mental Health Team for 6 months 
as part of my clinical psychology training. In order to carry out a piece of research that 
may be of use to the team, I am evaluating the ways in which team members communicate 
with GPs about their clients.
Whilst working in the team, I became aware that GPs were sent information about clients 
following each contact with the team. This was partly due to the way our service was 
funded but it seemed to have developed into a means of communication. It is not known 
whether such methods are effective in passing on essential information or whether they 
increase the likelihood of communicating irrelevant information.
I am currently surveying GPs to establish the kind of information that they want and need 
and to identify the most effective and efficient means of achieving this. The enclosed 
questionnaire gives you the opportunity to express your views and current methods of 
communication. The study aims to highlight ways of reducing irrelevant paperwork and 
to promote methods of communication which ensure that essential information reaches 
GPs effectively.
On the completion of my research, I shall feed back my findings to the team, with the aim 
of highlighting ideas that could be used to guide team practices. A written summary will 
also be made available to each of the practices participating in the project.
Thank you for your participation in this research.
With best wishes
Rachel Hampton
Clinical Psychologist in Training
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Please answer the following by considering your views in general circumstances.
TIME ONE: At Initial Contact with the Team
1. Following an initial assessment, which of the following information do you provide to GPs:
Mark (X) ONE Column only for each row.
ITEM ALWAYS SOMETIMES NEVER
Named professionals involved
Reason for referral /  summary o f  current situation
Family /  social context o f  patient
History o f  difficulties
Formulation o f  difficulties
Diagnosis
Prognosis
Immediate course o f  action
Intended long term treatment
Rationale for treatment
Expected duration o f  treatment
Treatment goals
Frequency o f  sessions
Location o f  sessions
Expected number o f  sessions
Expectations o f  the patient
Expectations o f  the GP
Requirements for further assessment
Dates for case reviews etc.
Other -  please specify:
2. Do you think the information that you provide following an initial assessment varies due to:
a. Your professional role? YES / NO I f  YES how?
b . The severity of the client’s mental illness? YES / NO I f  YES how?
c. Any other factor? YES / NO I f  YES what?
3. What are your views on the information that you currently provide to GPs following an initial 
assessment?
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TIME TWO: Interim Periods
4. In general, how frequently do you provide interim information to GPs for clients who have:
Major mental illness (i.e. Schizophrenia) Less severe difficulties (i.e. Panic Attacks)
Mark ONE answer only for each client group
After each contact After each contact
Fortnightly Fortnightly
Monthly Monthly
3 Monthly 3 Monthly
6  Monthly 6  Monthly
After Crisis Only After Crisis Only
After Crisis and ................(Specify time) After Crisis and ................(Specify time)
Other (specify) Other specify
5. In interim correspondence, which of the following do you provide to GPs:
Mark (X) ONE Column only for each row.
ITEM ALWAYS SOMETIMES NEVER
Summary o f  background information
Summary o f  difficulties
Current m ood state
Progress to  date /  goals achieved
Stage in treatment
Issues in therapy
Change in patient circumstances, directly related to  illness
Change in patient circumstances, indirectly related to  illness
Changes in treatment plan /  treatm ent goals
Remaining treatment goals
Forecast number o f  sessions
Other - please specify:
6. Do you think the information that you provide in interim correspondence varies due to:
a. Your professional role? YES /  NO I f  Y ES how?
b. The severity of the client’s mental illness? YES / NO I f  Y ES how?
c. Any other factor? YES /  NO I f  Y ES what?
7. What are your views on the information that you currently provide to GPs at interim time 
periods?
Please Turn Over
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' TIME THREE: At Discharge
8. In discharge correspondence, which of the following do you provide to GPs:
Mark (X) ONE Column only for each row.
ITEM ALWAYS SOMETIMES NEVER
Summary o f  background information
Summary o f  patient's difficulties
Description o f  treatment
Goals pursued
Achievements during therapy
Current mental state
Reason for discharge
Patient role in maintaining health status
GP role in maintaining health status
Named team member for future contact
O ther - please specify
9. Do you think the information that you provide at discharge varies due to:
a. Your professional role? YES / NO If yes how?
b. The severity of the client’s mental illness? YES / NO If YES how?
c. Any other factor? YES / NO If YES what?
10. What are your views on the information that you currently provide to GPs at discharge?
FORMAT
11. Please indicate the format that you use, for each of the three correspondence types, by selecting 
‘1’ for the format used most frequently, ‘2’ for the second most frequent etc.
FORMAT INITIAL ASSESSMENT INTERIM REPORTS DISCHARGE
Letter with no subheadings
Standard form with subheadings
Brief summary after each session
Other - please specify:
Additional Comments:
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Please answer the following by considering your views in general circumstances.
TIME ONE: At Initial Contact with the Team
1. Do you want/need to know the date when a patient is seen by the team for the first tim e?^E^/N Q
2. Following an initial assessment, which of the following are necessary in written correspondence.
Mark (X) ONE Column only for each row.
ITEM ESSENTIAL DESIRABLE
NOT
REQUIRED
Nam ed professionals involved .......v ; ....
Reason for referral /  summary o f  current situation s /
Family /  social context o f  patient 1 /
History o f  difficulties XZ
Formulation o f difficulties x X
Diagnosis vX
Prognosis x /. .
Immediate course o f  action x/
Intended long term treatm ent y
Rationale for treatment s /
Expected duration o f  treatm ent vX
Treatm ent goals vX • ,
Frequency o f  sessions xX
Location o f  sessions xX
Expected number o f  sessions y  .
Expectations o f  the patient X
Expectations o f  the GP ,X"
Requirem ents for further assessment xy^
Dates for case reviews etc y
Other -  please specify:
3. Do you think the information provided following an initial assessment should vary according to:
a. The professional involved? ( m ) / I f  YES how?
b. The severity o f mental illness? YES /£<Cy IfYES how?
c. Any other factor? Y E S I f  YES what?
4. What are your views on the information that you currently receive from the team following initial 
assessment? V '5 -v v v  C - / Y T
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TIME TWO: Interim Periods
5. In general, how frequently do you require an interim report for clients who have:
Major mental illness (i.e. Schizophrenia) Less severe difficulties (i.e. Panic Attacks)
M a r k  O N E  a n s w e r  o n ly  f o r  e a c h  d i e n t  g r o u p
AfieTeach coiitiS t After each contact
fortn ightly  Fortnightly
Monthly (^M o n th ly }
3 M onthly 3 Monthly
6 M onthly 6 Monthly
After C risis Only After Crisis Only
After Crisis and ................ (Specify time) After Crisis and ................ (Specify time)
Other (specify) Other specify
6 . In interim reports, which of the following are necessary in written correspondence;
Mark(X) ONE Column only for each row.
ITEM ESSENTIAL^ DESIRABLE NOT REQUIRED
Summary o f  background information v X
Summary o f  difficulties vZ
Current m ood state 1 \ /
Progress to  date /  goals achieved x X
Stage in treatm ent v X
Issues in therapy -X
Change in patient circumstances, directly related to illness tX
Change in patient circumstances, indirectly related to illness v X
Changes in treatm ent plan /  treatm ent goals
Remaining treatm ent goals
Forecast num ber o f  sessions
O ther - please specify:
7. Do you think the information provided in an interim report should vary according to:
a. The professional involved? Y E S ^ O j  I f  Y E S  h o w ?
b. The severity o f mental illness? YES Y E S  h o w ?
c. Any other factor? YES//tfchcX-E S  w h a t?
8 . What are your views on the information that you currently receive from the team at interim time
periods? . . ,
V'dLtacx.WüJZ,.
Please Turn Over
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t
TIME THREE: At Discharge "
9. In discharge correspondence, which o f the following are necessary:
' for each row.
ITEM ESSENTIAL DESIRABLE
NOT REQUIRED
Sum mary o f  background information v / .
v /
t /
i Z
Achievem ents during therapy y
V
Patient ro le  in m aintaining health status z
v y '
N am ed team  member for future contact y
O ther -  please specify
10. Do you think the information provided at discharge should vary according to:
a. The professional involved? YES /  If YES how? 1
b. The severity o f  mental illness? YES /  YES how?
c. Any other factor? YES / ^ (^ fY E S  what?.
11. What are your views on the information that you currently receive from the team at discharge?
FORMAT •
12. Please indicate your order o f  preference for each format at each o f  the three correspondence intervals. 
Use: 1 = 1st choice, 2 = 2nd choice, 3 = 3rd choice, 4 =  4th choice.
FORMAT INITIAL ASSESSMENT INTERIM REPORTS
DISCHARGE
Letter with no subheadings % -2 1
Standard form with subheadings I I >
Brief summary after each session % 3
Other - please specify:
Additional Comments:
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Please answer the following by considering your views in general circumstances.
TIME ONE: At Initial Contact with the Team
1. Do you want/need to know the date when a patient is seen by the team for the first t im e ? ^ s )N O
2. Following an initial assessment, which of the following are necessary in written correspondence.
Mark (X) ONE Column only for each row.
ITEM ESSENTIAL DESIRABLE
NOT
REQUIRED
Nam ed professionals involved <  . . .
Reason for referral /  summary o f  current situation
Family /  social context o f  patient
y
History o f  difficulties y
Formulation o f  difficulties
y
-
Immediate course o f  action y
Intended long term  treatm ent
Rationale for treatm ent y
Expected duration o f  treatm ent y
Treatm ent goals y
Frequency o f  sessions ^y
Location o f  sessions y
Expected number o f  sessions
Expectations o f  the patient y
Expectations o f  the GP
Requirements for further assessment y
Dates for case reviews etc. y
Other -  please specify: 1
3. Do you think the information provided following an initial assessment should vary according to:
a. The professional involved? YES If YES how?
b. The severity o f mental illness? YES /^OyifYES how?
c. Any other factor? YES /  NO I f  YES what?
4. What are your views on the information that you currently receive from the team following initial
assessment?
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TIME 1 VVU: Interim Periods !
5. In general, how frequently do you require an interim report for clients who have:
Major mental illness (i.e. Schizophrenia) Less severe difficulties (i.e. Panic Attacks)
M a rk  O N E answ er only fo r each client group
After each contact After each contact
Fortnightly Fortnightly
M onthly Monthly
3 M onthly ■ 3 Monthly
6 M onthly ^  6 M onthly
After Crisis Only After Crisis O n ly /
After Crisis and ................(Specify tim e) After Crisis and .......  (Specify tim e)
O ther (specify) O ther specify
! : ;
6 . In interim reports, which of the following are necessary in written correspondence;
Mark (X) ONE Column only for each row.
ITEM ESSENTIAL DESIRABLE NOT REQUIRED
Summary o f  background information
x /
. /
Progress to  date /  goals achieved • /
'  ■
Change in patient circumstances, directly related to illness
Change in patient circumstances, indirectly related to illness
Changes in treatm ent plari /  treatm ent goals x /
v /
y
Other - please specify:
7. Do you think the information provided in an interim report should vary according to.
a. The professional involved? YES If YES how?
b. The severity o f mental illness? YES / NO If YES how?
c. Any other factor? YES / NO If YES what?
What are your views on the information that you currently receive from the team at interim time
periods? ,
wvtTt
Please Turn Over
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Mark (X) ONE Column only for each row.
ITEM ESSENTIAL DESIRABLE NOT REQUIRED
Summary o f  background information " V ------------
Summary o f  patient's difficulties
Description o f  treatm ent V
Goals pursued y  .
Achievements during therapy ' S .
Current mental state
Reason for discharge v /
Patient role in maintaining health status
GP role in maintaining health status V-/
Nam ed team  m em ber for future contact y
Other - please specify
j 10. Do you think the information provided at discharge should vary according to:
a. The professional involved? YES / ( jko)  I f  Y E S  h o w ?
!
b. The severity o f mental illness? YES /(NO /lf YES h o w ?
c. Any other factor? YES /  NO If YES what?
1 i . What are your views on the information that you currently receive from the team at discharge?
FORMAT
12- Please indicate your order of preference for each format at each of the three correspondence intervals. 
Use: 1 = 1st choice, 2 = 2nd choice, 3 =3rd choice, 4 =  4th choice.
FORMAT. INITIAL ASSESSMENT INTERIM REPORTS DISCHARGE
Letter with rio subheadings
Standard form with subheadings y v /
Brief summary after each session
Other - please specify:
Additional Comments:
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Please answer the following by considering your views in general circumstances.
TIME ONE: At Initial Contact with the Team
1. Do you want/need to know the date when a patient is seen by the team for the first time? YES /NO
0 .f~ f'crJ Mü7'/e*<sS> ^  j  ç -j O  . s i -  £ - r 7 ' r s
2. Following an initial assessment, which o f  the following are necessary in written correspondence.
Mark (X) ONE Column only for each row.
ITEM ESSENTIAL DESIRABLE
NOT
REQUIRED
Named professionals involved x '
Reason for referral Z summary o f  current situation X
Family /  social context o f  patient v -
History o f  difficulties V
Formulation o f  difficulties - V
Diagnosis X
Prognosis V
Immediate course o f  action X
Intended long term treatm ent V
Rationale for treatment X"
Expected duration o f  treatm ent XT’
Treatment goals V
Frequency o f  sessions X
Location o f  sessions x '
Expected number o f  sessions x '
Expectations o f  the patient XT
Expectations o f  the GP V
Requirements for further assessment ><-
Dates for case reviews etc. X'
Other -  please specify: y x
Do you think the information provided following an initial assessment should vary according to:
a. The professional involved? YES Zn O^ If YES how?
b. The severity o f mental illness? YES /(NO/If YES how?
c. Any other factor? YES /  NO If YES what?
4. What are your views on the information that you currently receive from the team following initial
assessment?
-
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x
TIME TWO: Interim Periods
5. In general, how frequently do you require an interim report for clients who have:
Major mental illness (i.e. Schizophrenia) Less severe difficulties (i.e. Panic Attacks)
M ark ONE answer only for each client group
A f te r  e a c h  c o n t a c t  A f t e r  e a c h  c o n ta c t
F o r tn ig h t ly  . F o r tn ig h t ly
M o n th ly  M o n th ly
( S fy fo n tW y )  * - '* »  3  M o n th ly
ô S ïS n tW y  )  6  M o n th ly
A f t e r  C r i s i s  O n ly  J A f te r  C r i s i s  O n ly  '
A f t e r  C r is is  a n d  ...V. ( S p e c i f y  t im e )  A f t e r  C r i s i s  a n d   : . . . . ( S p e c i f y t i m e )
O th e r  ( s p e c i f y )  t £  ^  O t h e r  s p e c i f y  c ‘ ^
6 . In interim reports, which o f the following are necessary in written correspondence;
Mark (X) ONE Column only for each row.
ITEM ESSENTIAL DESIRABLE NOT REQUIRED
S u m m a r y  o f  b a c k e r o u n d  in f o r m a t io n
S u m m a r y  o f  d if f ic u l t ie s r y t --
C u r r e n t  m o o d  s ta te ✓
P r o g r e s s  t o  d a t e  /  g o a ls  a c h ie v e d v X
S ta g e  in  t r e a tm e n t , \ Z
I s s u e s  in  t h e r a p y t / ’
C h a n g e  in  p a t i e n t  c i r c u m s ta n c e s ,  d i r e c t l y  r e l a t e d  t o  i l ln e s s v X
C h a n g e  in  p a t i e n t  c i r c u m s ta n c e s ,  i n d i r e c t ly  r e l a t e d  t o  illn e s s X
C h a n g e s  in  t r e a t m e n t  p la n  /  t r e a tm e n t  g o a ls
R e m a in in g  t r e a tm e n t  g o a l s ___ ^ ---------------- —
F o r e c a s t  n u m b e r  o f  s e s s io n s
O th e r  -  p l e a s e  sp e c ify :
7. Do you think the information provided in an interim report should vary according to:
a. The professional involved? YES / /NO )lfYES how?
b. The severity o f  mental illness? YES /^fOylf YES how?
c. Any other factor? YES /  YES what?
What are your views on the information that you currently receive from the team at interim time 
periods? f t  _
; OV  t f  . ' I t r a .  g jU L '/  £»■"'***.
/zv- fwtilàaU-t.--'-''7'' l-v?r'Zvy- .
Please Turn Over
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TIME THREE: At Discharge
In discharge correspondence, which of the following are necessary.
Mark (X) ONE Column only for each row,
ITEM
Summary o f  background information
c.im m arv o f  patient's difficulties
Description o f  treatment 
Goals pursued________ _
ESSENTIAL DESIRABLE NOT REQUIRED
Current mental state
"7^Patient role in maintaining health status 
GP role in maintaining health status____
N am ed team  member for future contact
y
\S
10. Do you think the information provided at discharge should vary according to.
a. The professional involved? YES /(NO^Xf YES how? i
Y ES how?
c. Any other factor? YES /I^K))lfYES what?
11. What are your views on the information that you currently receive from the team at discharge?
FORMAT
12. Please indicate your order ofpreference for each format at each ofthe three correspondence intervals.
Use: 1 = 1st choice, 2 = 2nd choice, 3 = 3rd choice, 4 -  4th choice.
f o r m a t INITIAL ASSESSMENT INTERIM REPORTS
DISCHARGE
Letter with no subheadings 
S ta n d a rd  form with subheadings 1
\
3
?-
Brief summary after each session 
Other - please specify:
7
---------- 3=-----------------------
z-
V-
1
V-
b. The severity o f mental illness? YES /N O
Additional Comments:
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Please answer the following by considering your views in general circumstances.
TIME ONE: At Initial Contact with the Team
1. Do you want/need to know the date when a patient is seen by the team for the first time^YE# /NO
2. Following an initial assessment, which of the following are necessaiy in written correspondence.
Mark (X) ONE Column only for each row.
ITEM ESSENTIAL DESIRABLE
NOT
REQUIRED
Nam ed professionals involved
R eason for referral /  summary o f  current situation X
Family /  social context o f  patient y
History o f  difficulties X
Form ulation o f  difficulties X
Diagnosis y
Prognosis X
Imm ediate course o f  action y
Intended long term treatment X
Rationale for treatment Y/
Expected duration o f  treatm ent X
Treatm ent goals X
Frequency o f  sessions X
Location o f  sessions V
Expected number o f  sessions V
Expectations o f the patient . . . . . X
<2ür
Expectations o f  the GP X
Requirem ents for further assessment X
Dates for case reviews etc. .... X - - . . .
Other -  please specifv: 1
3. Do you think the information provided following an initial assessment should vary according to:
a. The professional involved? YES / ^ o )  I f  YES how?
^  [Una avj» .b. The severity o f  mental illness? ÎYESj/ NO If YES how?
c. Any other factor? YES /^NO I f  YES what?
4. What are your views on the information that you currently receive from the team following initial
assessment?
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r ci iuu»
5. In general, how frequently do you require an interim report for clients who have: i
Major mental illness (i.e. Schizophrenia) Less severe difficulties (i.e. Panic Attacks)i
M a rk  O N E answ er on ly  fo r each client group
After each contact 
Fortnightly 
Monthly 
3 M onthly 
6 M onthly 
After Crisis Only
After Crisis and V     (Specify time)
O ther (specify) U 1 m . h  ,
After each contact 
Fortnightly
3 M o n th j^ )
>M5nE3y
After Crisis Only ,
After Crisis and ................(Specify time)
O ther specify
6 . In interim reports, which of the following are necessaiy in written correspondence;
Mark (X) ONE Column only for each row.
ITEM ESSENTIAL DESIRABLE NOT REQUIRED
Sufnmary o f backeround information X  .
Summary o f  difficulties X
Current m ood state x
Proercss to date /  goals achieved X
Stage in treatment X
Issues in therapy X ..
Change in patient circumstances, directly related to illness X ___
Change in patient circumstances, indirectly related to illness X
Changes in treatment plan /  treatm ent goals X
Remaining treatment goals X
Forecast number o f  sessions X
Other - please specify: — 4c---------------
7. Do you think the information provided in an interim report should vary according to:
a. The professional involved? YES / ^ O j  If YES how?
b . The severity o f mental illnessY^YESy NO I f  YES how? 3 .
c. Any other factor? Y E S YES what?
What are your views on the information that you currently receive from the team at interim time 
periods?
Please Turn Over
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xxinj, At Discharge
9. In discharge correspondence, which ofthe following are necessaiy:
ITEM
Sum mary o f  background information 
Sum m ary o f  patient's difficulties
Mark (X) ONE Column only for each row.
ESSENTIAL DESIRA R I P NOT REOIITRFr»
D escription o f  treatm ent 
Goals pursued
Achievem ents during therapy 
C urrent mental state
R eason for discharge
P atien t role in maintaining health status
G P role in m aintaining health status 
N am ed team m em ber for future contact
O ther - please specify
V
X"
3 :
£
10. Do you think the information provided at discharge should vary according 
a. The professional involved? YES^NO i f  y e s  how?
to:
b. The severity o f  mental illness] Y E 9/N O  If  y e s  how?
c. Any other factor? YES/KtQ I f  YES what?
11. What are your views on the information that you currently receive from the
team at discharge?
f o r m a t
f o r m a t INITIAL ASSESSMENT in t e r im  r e p o r t s
Standard form with subheadings
Z DISCHARGE
Brief summary after each session 
Other - please specify:
3
Additional Comments:
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T
Please answer the following by considering your views in general circumstances.
TTME ONE: At Initial Contact with the Team
1, DO you want/need to know the date when a patient is seen by the team for the first time? YES W
2. Following an initial assessment, which ofthe following are necessary in written correspondence.
TWoa-tr ONE Column only for each row.
r e q u ir e de s s e n t i a lITEM
Nam ed professionals involved
Reason for referral ! summary o f  current situation
Family /  social context o f  patient
H istory o f  difficulties
Formulation o f  difficulties
Diagnosis
Prognosis
Immediate course o f  action
T n „ .n d e d  lo n g  t e r m  t r e a tm e n t
Rationale for treatm ent
Expected duration o f  treatm ent
Treatm ent goals
Frequency o f  sessions
Location o f  sessions
num ber o f  sessions
Expectations o f th e  patient
Expectations o f  t h e  G P
Pem iirem ents for further assessment
Dates for case reviews etc
O ther -  please speedy:
^  3. Do you think the infomtation provided following an initial assessment should vaty according to:
a. The professional involved? YES ( « 0 ? !f YES how?
b. The severity of mental illness? jYES/NO  If YES how?
c. Any other factor? VES /  NO If YES what?
4. What are your views on the information that you currently receive from the team following initial
assessment?
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TEVfE TWO: Interim Periods
5. In general, how frequently do you require an interim report for clients who have:
Major mental illness (i.e. Schizophrenia) Less severe difficulties (i.e. Panic Attacks)
M a r k  O N E  a n s w e r  o n l y  f o r  e a c h  c l i e n t  g r o u p
After each contact After each contact
Fortnightly Fortnightly
(/Monthjy 3  M onthly
TM SntW y (3"M onthly% >
6 M onthly • 6 M onthly
After Crisis Only After Crisis Only
''After Crisis and~j.  (Specify time) ( A fterC risis and J ................ (Specify time)
Other (specify) O ther specify
6 . In interim reports, which of the following are necessary in written correspondence;
M ark(X) ONE Column only for each row.
ITEM ESSENTIAL DESIRABLE NOT REQUIRED
Summary o f  backeround information
Summary o f  difficulties ,
Current mood state
Progress to date /  eoals achieved v /
Stage in treatment
Issues in therapy
Change in patient circumstances, directly related to illness •
Change in patient circumstances, indirectly related to illness
Changes in treatm ent plan /  treatment goals
Remaining treatment goals
Forecast number o f  sessions v /
Other - please specifv:
7 . Do you think the information provided in an interim report should vary according to:'
a. The professional involved? YES /|NOy I f  YES how?
b. The severity o f  mental illness?(YES,/ NO I f  YES how? ^  _.-s° ^
c. Any other factor? YES / NO If  Y ES what?
8 . What are your views on the information that you currently receive from the team at interim time 
periods?
Please Turn Over
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9. In discharge correspondence, which o f the following are necessary:
ITEM ESSENTIAL DESIRABLE NOT REQUIRED
Summary o f  background information
Summary o f  patient's difficulties
D escription o f  treatm ent kS '
Goals pursued v /
Achievements during therapy
. X
Current mental state v /
R eason for discharge v /
Patient role in m aintaining health status x /
GP role in maintaining health status s /
Nam ed team mem ber fo r future contact v /
O ther - please spbcify
10. Do you think the information provided at discharge should vary according to:
a. The professional involved? Y E S ^ N o) If  Y ES how?
b. The severity o f  mental illness/ Y E S  / NO I f  YES how? ,
c. Any other factor? YES /  NO I f  YES what?
11. What are your views on the information that you currently receive from the team at discharge?
FORMAT
12. Please indicate your order o f preference for each format at each of the three correspondence intervals. 
Use: 1 = 1st choice, 2 = 2nd choice, 3 = 3rd choice, 4 = 4th choice.
FORMAT INITIAL ASSESSMENT INTERIM REPORTS DISCHARGE
Letter with no subheadings -v
Standard form with subheadings , i
Brief summary after each session
Other - please specify:
Additional Comments:
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Please answer the following by considering your views in general circumstances.
TIME ONE: At Initial Contact with the Team
1 Do you want/need to know the date when a patient is seen by the team for the first time? YES
2. Following an initial assessment, which of the following are necessary in written correspondence.
ITEM ESSENTIAL DESIRABLE
NOT
REQUIRED
•Named professionals involved X
Reason for referral /  summary o f  current situation x '
Family / social context o f  patient Y
Y
Formulation o f  difficulties y
x
—çy-------
Immediate course o f  action
y
Rationale for treatm ent X'
Expected duration o f  treatm ent x
y
N
\
"y
A
Requirem ents for further assessment s< \
O ther -  please specify: —
3. Do you think the information provided following an initial assessment should vary according to:
/' O l/y -
a T h e  professional involved? Y E S/ NÔ I f  YES how? If '
b . The severity o f mental illness?^ES / NO If YES how?
c. Any other factor?
4. What are your views on the information that you currently receive from the team following initial
assessment?
(
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TIME TW O: Interim Periods
5 in general, how frequently do you require an interim report for clients who have: 
Major mental illness (i.e. Schizophrenia) Less severe difficulties (i.e. Panic Attacks)
M a rk  O N E  answ er only for each  client g roup
After each contact X  
Fortnightly 
Monthly 
3 Monthly
6 M onthly ;
After Crisis Only
After Crisis and ................ (Specify time)
Other (specify)
After each contact 
Fortnightly 
Monthly y S  
3 M onthly 
6 Monthly 
After Crisis Only
After Crisis and ................ (Specify time)
Other specify
6 . In interim reports, which of the following are necessary in written correspondence;
Column only for each row.Mark (X) ONE
DESIRABLE NOT REQUIREDESSENTIAL
o f  background information
o f  difficulties
Current
Progress to  date /  goals achieved
Stage in treatm ent
Issues in therapy
Change in patient circumstances, directly related to illnessWiailKC pal".'"  -----------   _---;------  *----- —----
Change in patient circumstances, indirectly related to illness
Changes in treatment plan / treatm ent goals
Remaining treatment goals
Forecast number o f sessions
Other - please specify:
7 Do you think the information provided in an interim report should vary according to:
a. The professional involved? ^YES / NO If Y ES how?
b . The severity o f mental illness? YES / NO If  Y E S how?
c. Any other factor? YES / NO If  YES what?
8 What are your views on the information that you currently receive from the team at interim time
Please Turn Over
I
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TIME THREE: At Discharge
9. In discharge correspondence, which of the following are necessary:
ITEM ESSENTIAL DESIRABLE NOT REQUIRED
Summary o f  background information ,V
Sum mary o f  patient's difficulties X
Description o f  treatment
X
Achievem ents during therapy X
X
Reason for discharge X
Patient role in maintaining health status X
GP role in maintaining health status , X
Named team  member for future contact X
O ther - please specify —
10. Do you think the information provided at discharge should vary according to:
a. The professional involved?, > / NO I f  Y ES how?
b. The severity o f mental illness? Y E S /N O  I f  Y ES how?
c. Any other factor?  ¥ES-/~NO IfY E S  what?
11 What are your views on the information that you currently receive from the team at discharge?
FORMAT
12. Please indicate your order of preference for each format at each of the three correspondence intervals. 
Use: 1 = 1st choice, 2 = 2nd choice, 3 = 3rd choice, 4 = 4th choice.
FORMAT INITIAL ASSESSMENT INTERIM REPORTS DISCHARGE
Letter with no subheadings ‘ I 1 "L-
Standard form with subheadings \ 1 1
Brief summary after each session V X —
Other - please specify: X
Additional Comments:
i :-) ',T~=
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riease answer me ronowing by considering your views in general circumstances.
TIME ONE: At Initial Contact with the Team
1. Do you want/need to know the date when a 7 utient is seen by the team for the first timejYES /NO
2. Following an initial assessment, which o f the following are necessary in written correspondence.
M ark (X) ONE Column only for each row.
‘ ITEM ESSENTIAL DESIRABLE
NOT
REQUIRED
Named professionals involved V
Reason for referral /  sum m ary o f  current situation v '
Family /  social context o f  patient v '
History o f  difficulties V " '
Formulation o f  difficulties v '
Diagnosis K'
Prognosis v '
Immediate course o f  action
Intended long term  treatm ent
Rationale for treatment" • /
E xpected duration o f  treatm ent /
Treatm ent goals
Frequency o f  sessions
Location o f  sessions /
Expected number o f  sessions vZ
Expectations o f  the patient V
Expectations o f  the GP
Requirem ents for further assessment v ‘
Dates fo r case reviews etc.
Other -  please specify: '
5. Do you think the information provided following an initial assessment should vary according to:
a. The professional involved? YES /^NO'Nlf YES how?
b. The severity of mental illness? YES /  NO If YE S how?
c. Any other factor? YES /N O  I f  YES what?
4 . What are your views on the information that you currently receive from the team following initial 
assessment?
3 ? - = - ' )  V ' - .  L .  k - v - C L - C L .-  v _
c.<-v hT r-r
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TIME TWO: Interim Periods
5. In general, how frequently do you require an interim report for clients who have:
Major mental illness (i.e. Schizophrenia) Less-severe difficulties (i.e. Panic Attacks)
M a rk  O N E answ er only for each  client group
After each contact After each contact
Fortnightly Fortnightly
M onthly Monthly
3 M onthly 3 Monthly
6 M onthly 6 Monthly
After Crisis Only V ff ie r  Crisis Only
V A fte r  Crisis and .(?/ ^ - ‘(Specify time) After Crisis and ................(Specify tim e)
Other (specify) u  Other specify
6 . In interim reports, which of the following are necessary in written correspondence;
Mark (X) ONE Column only for each row.
ITEM ESSENTIAL DESIRABLE NOT REQUIRED
Summary o f  background information
Current m ood state •y*
Progress to  date /  coals achieved
Stage in treatment
Change in oatient circumstances, directly related to illness
Change in patient circumstances, indirectly related to illness
Changes in treatment plan /  treatm ent goals ■S
Other - please specify:
7. Do you think the information provided in an interim report should vary according to:
a. The professional involved? Y E S /^ O  If YES how?
b. The severity o f mental illness^ YES /  NO If YES how?
c. Any other factor? YES |'NO If YES what?
8. What are your views on the information that you currently receive from the team at interim time 
periods?
■V—u  Y v  c -  L  Please Turn Over
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9. In discharge correspondence, which of the following are necessary:
M ark (X) ONE Column only for each
Sum mary o f  background information
Sum mary o f  patient's difficulties
D escription o f  treatm ent 
Goals pursued
Achievements during therapy 
Current mental state
Reason for discharge
Patient role in maintaining health status 
GP role in maintaining health status 
N am ed team  member for future contact 
O ther -  please specify______________
ESSENTIAL DESIRABLE NOT REQUIRED
v /
10. Do you think the information provided at discharge should vary accordin
a. The professional involved? YES /(No V yes how?
g to:
b. The severity o f  mental illness? YES (N O  If YES how?
c. Any other factor? Y E S/N O  If  YES what?
11. What are your views on the information that you currently receive from the team at discharge?
FORMAT
11 ,taee coms"  ^
FORMAT
Letter with no subheadings_____
Standard form with subheadings
INITIAL ASSESSMENT
/
INTERIM REPORTS DISCHARGE
Brief summary after each session 
Other - please specify:__________
Additional Comments:
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Please answer the following by considering your views in general circumstances.
TIME ONE: At Initial Contact with the Team
1. Do you want/need to know the date when a patient is seen by the team for the first time?(YE^ /NO
2. Following an initial assessment, which of the following are necessary in written correspondence.
Mark fX) ONE Column only for each row
ITEM
Named professionals involved
Reason for referral /  summary o f  current situation
Family /  social context o f  patient
History o f  difficulties
Form ulation o f  difficulties
ESSENTIAL DESIRABLE
NOT  
REQUIRED
Prognosis___________________
Immediate course o f  action 
Intended long term treatm ent
Expected duration o f  treatm ent
Location o f  sessions
Expected number o f  sessions
Expectations o f  the patient
Expectations o f  the GP
Requirem ents for further assessment 
Dates for case reviews etc._________
Other -  please specify:
3 . Do you think the information provided following an initial assessment should vary according to:
a. The professional involved? YES / (N O  /If YES how?
b. The severity o f mental illness? YES /\NOyIf YES how?
c. Any other factor? YES / I^o V y e s  what?
4. What are your views on the information that you currently receive from the team following initial
aSSC5SmC,'t? h
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TTME TWO: Interim  Feriods
5 . In general, how frequently do you require an interim report for clients who have:
Major m e n ta l  i l l n e s s  ( i .e .  S c h iz o p h r e n ia )
M a rk  O N E  an sw er only fo r each  clien t g ro u p
Less severe difficulties (i.e. Panic Attacks)
After each contact 
Fortnightly 
Monthly 
3 Monthly 
6 M onthly 
• After Crisis Only
After Crisis and ................(Specify time)
Other (specify)
After each contact 
Fortnightly 
M onthly *—
3 M onthly 
6 M onthly 
After Crisis Only
After Crisis and ................ (Specify time)
O ther specify
6 . In interim reports, which of the following are necessary in written correspondence;
*- Mark (XI O N E  Column only for each row.
ESSENTIAL NOT REQUIRED 
A /  -—
Summary o f  background information 
Summary o f  difficulties_____________
Current m ood s ta te_____________
Progress to  date /  goals achieved
Stage in treatm ent 
Issues in therapy
Change in natient circumstances, directly related to illness
— 1 - i r » « _ I . *1. ■ — trt illn#»'Change in patient circumstances, indirectly related to  illness_
Changes in treatm ent plan /  treatm ent goals
Forecast num ber o f  sessions 
O ther -  piease specify:______
7 . Do you think the information provided in an interim report should vary according to:
a. The professional involved? YES ( n o )  if YES how?
b. The severity o f  mental illness? YES If YES how?
c. Anv other factor? Y E S / ^ O j ) y ES  what?
8 . What are your views on 
periods?
the information that you currently receive from the team at interim time
Please Turn Over
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TTMF. THREE: At Discharge
9  in discharge correspondence, which of the following are necessary.
jMark (X) ONE Column only for each row
NOT REQUIRED
S u m m a r y  o f  b a c k g r o u n d  in fo rm a tio n
o f  p a t ie n t 's  d if f ic u l t ie s
D e s c r ip t i o n  o f  t r e a tm e n t
G o a l s  p u r s u e d
A c h ie v e m e n ts  d u n n g  th e r a p y
C u r r e n t  m e n ta l  s t a t e
R e a s o n  f o r  d i s c h a r g e
P a t i e n t  r o l e  in  m a in ta in in g  h e a l th  s t a tu s
G P  r o l e  i n  m a in ta in in g  h e a l th  s t a tu s
N a m e d  t e a m  m e m b e r  f o r  f u tu r e  c o n ta c t
O t h e r  -  p l e a s e  s p e c i f y
• 10. Do you think the information provided at discharge should vary according to:
a. The professional involved? YES(NO ylfY ES how?
b. The. severity o f  mental illness? YES / ^ ^ l f  YES how?
c. Any other factor? YES^NCK^YES what?
11. What are your views on the information that you currently receive from the team at discharge?
FORMAT
12. Please indicate your order o f  preference for each format at each o f the three correspondence intervals. 
Use: 1 = 1st choice, 2 =  2nd choice, 3 = 3rd choice, 4 -  4th choice.
I N I T I A L  ASSESSMENT INTERIM REPORTS DISCHARGE
T-etter with no subheadings
Standard form with subheadings
Brief summary after each session
Other-please specify:
Additional Comments:
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PleasT answ er the following by considering your views in general circumstances.
TIME ONE: At Initial Contact with the Teaqi
1 Do you want/need 10 know the date when a patient is seen by the team fee the Erst t im ^ T C s) jO
2. Following an initial assessm ent, which o f  the following are necessary in written correspondence.
f-
Mark (X) ONE Column only for each row.
REQUIREDESSENTIALITEM
involvedprofessionalsNamed
Reason for rofrm l /  summary o f  current situation
ilv /  social context o f  patient
History o f  difficulties
Diagnosis
Prognosis
o f  actionImmediate
Tntrnrfed long term  treatm ent
Rationale treatm ent
Fxnected duration o f  treatm ent
Treatm ent goals
o f  sessionsFrequency
Location o f  sessions
Expected number o f  sessions
Expectations o f  the patient
Expectations o f  the GP
Requirem ents for further assessment
Dates for case reviews etc
O ther -  please specify
3 . Do you think the information provided following an initial assessment should vary according to:
a. The professional involved? YES /(^ O ) If YES how?
b. The severity o f  mental iIlness?/YES /PNO If YES how?
c. Any other factor? Y E S ^ O ^ Y E S  what?
4. W hat are your v iew s on the inform ation that you currently receive from the team following initial
assessment?
f . <*_/V —rs-
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TIME TWO: Interim Periods
5. In general, how frequently do you require an interim report for clients who have:
Major mental illness (i.e. Schizophrenia) Less severe difficulties (i.e. Pajiic Attacks)
M a rk  O N E  answ er only fo r  each  clien t group
After each contact 
Fortnightly 
Monthly 
3 Monthly 
6 Monthly 
After Crisis Only
After Crisis and ................(Specify time)
Other (specify)
After each contact 
Fortnightly 
M onthly 
3 M onthly 
6 M onthly
After Crisis Only , ^
After Crisis and ..“ 7.'.hr..(Specify time)
Other specify
6 . In interim reports, which o f the following are necessary in written correspondence;
Mark (X) ONE Column only for each row
ITEM
Summary o f  background information
ESSENTIAL DESIRABLE N OT REQUIRED
Progress to  date /  goals achieved
Stage in treatm ent 
Issues in therapy
Change in patient circumstances, directly related to illness
Change in patient circumstances, indirectly related to  illness
Changes in treatment plan /  treatm ent goals
7. Do you think the information provided in an interim report should vary according to.
a. The professional involved? YES /^NOylfYES how?
b. The severity o f mental illness?(YES/ NO If  Y E S how?
c. Any other factor? YES ^ NO^YES what?
8. What are your views on the information that you currently receive from the team at interim time
periods? . o ,£vrV-i—i -A-oo ^— A. -  C
v-TCN-7 \  <1 ~ ' j ' v
Please Turn O ver
177
Service Related Research Project
T fM T . THREE: At Discharge
9 . In discharge correspondence, which of the following are necessary:
M ark fX) ONE Column only for each row.
ITEM
Sum mary o f  background information
Summary o f  patient's difficulties
Description o f  treatment 
Goals pursued
Achievements during therapy
Current mental state
R eason for discharge _____________
Patient role in maintaining health status 
GP role in maintaining health status
Nam ed team  member for future contact 
O ther - please specify_________________
ESSENTIAL
TZ"
vZ
TZ-
T7"
d e s ir a b l e
" 7 “
NOT REQUIRED
10. Do you think the information provided at discharge should vary according to:
a. The professional involved? YES /(^O ^fYES how?
b . T h e  s e v e r i ty  o f  m e n ta l  illness'^YESjlNO I f  Y E S how?
c. Any other factor? YES ^NOj^YES what?
11 What are your views on the information that you currently receive from the team^ ^ rge?
•pv - W s —  ^
-L vu O_______ L.A- J
FORMAT
12 please indicate your order o f preference for each format at each of the three correspondence intervals. 
Use: 1 = 1st choice, 2 = 2nd choice, 3 = 3rd choice, 4 -  4th choice.
f o r m a t INITIAL ASSESSMENT
INTERIM REPORTS
.Standard form with subheadings
2-
Additional Comments:
Service Related Research Project
Please answer the following by considering your views in general circumstances.
TIME ONE: At Initial Contact with the Team j
1 Do you want/need to know the date when a patient is seen by the team for the first time? YES /NQ
2. Following an initial assessment, which of the following are necessary in written correspondence.
3. Do you think the information provided following an initial assessment should vary according to:
a. The professional involved? Ÿ E ^ / NO If YES how?
b. The severity o f  mental illness? Y^ E^ » /  NO  If YES how?
c. Any other factor? Y>E ^ / NO If YES what?
currently receive from the team following initial4. What are your views on the information that you 
assessment?
ITEM ESSENTIAL DESIRABLE
NOT
REQUIRED
Named professionals involved • /
Reason for referral /  summary o f  current situation /
Family /  social context o f  patient y
y
Formulation o f  difficulties --------- p / -------------
y
Immediate course o f  action y
Intended long term  treatm ent
✓
Rationale for treatm ent y
Expected duration o f  treatm ent y
....
• / ---------- y -----------
______^ -----------v
y
✓
Requirem ents for further assessment / y
O ther -  please specify:
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TTME TW O: Interim Periods . i
5 . ,n general, how frequently do you require an interim report for clients who have:
Major mental illness (Le. Schizophrenia) Less severe difficulties (Le. Panic Attack)
Mark ONE answer only for each client group
A f te r  e a c h  c o n ta c t  
F o r tn ig h t ly  ,
M o n th ly  v  
3  M o n th ly  
6  M o n th ly  
A f te r  C r i s i s  O n ly
After C r is i s  a n d  ................(Specify t im e )
O th e r  ( s p e c i f y )
A f t e r  e a c h  c o n ta c t  
F o r tn ig h t ly  S 
M o n t h l y  v  
3  M o n th ly  
6  M o n th ly  
A f t e r  C r i s i s  O n ly
A f t e r  C r is i s  a n d   (S p e c i f y  t im e )
O t h e r  s p e c i f y
6. In interim reports, which o f the following are necessary in written cotrespondencc;
Mark (X) ONE Column only for each row^
UIRED
s  n ry  m F h tte lfg ro u n d  in f o r m a t io n
of difficultiesS u m m a r y
C u r r e n t  m o o d
P r o g r e s s  t o  d a t e  /  g o a ls  a c h ie v e d
S t a g e  i n  t r e a tm e n t
th e r a p y
"  n a t i e n t  c i r c n m s —  in d ir e c t ly  r e l a t e d  t ^ i i t o s
C h a n g e s  i n  t r e a tm e n t  p l a n  /  t r e a tm e n t  g o a ls
t r e a tm e n tRemaining
Fmrfffart num ber o f  sessions
O ther -  p lease specify:
7 . Do you think the information provided in an interim report should vary according to:
a. T he professional involved? t t o / N O  If YES hew?
b. The severity o f  mental illness? Ÿ E ^ /N O  If YES hew?
C. Any Other factor? VfeS /  NO I f  Y E S  w h a t?
8. What are your views on the infotmation that you cmrently receive from the team at interim time 
periods?
/fC&itXL "ifeo A>SAy .
Please Turn Over I
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TIME THREE: At Discharge
9. In discharge correspondence, which of the following are necessary:
M ark(X ) ONE Column only for each row.
ITEM ESSENTIAL DESIRABLE NOT REQUIRED
Summary o f  background information * >  . . . . . .
Summary o f  patient's difficulties y  . .  - y
Description o f  treatm ent ✓ / -
Goals pursued / ✓
Achievements during therapy S' y
Current mental state
Reason for discharge
Patient role in maintaining health status ✓
GP role in maintaining health status / y
Named team  member for future contact y
O ther - please specify
10. Do you think the information provided at discharge should vary according to:
a. The professional involved? NO I f  Y E S how?
b. The severity o f  mental illness?'^$^/ NO  I f  Y ES how?
c. Any other factor? Y^S /  NO If YES what?
11. What are your views on the information that you currently receive from the team at discharge?
FORMAT
i
12. Please indicate your order o f preference for each format at each of the three correspondence intervals. 
Use: 1 = 1st choice, 2 = 2nd choice, 3 = 3rd choice, 4 = 4th choice.
FORMAT INITIAL ASSESSMENT INTERIM REPORTS DISCHARGE
Letter with no subheadings 3
Standard form with subheadings 1 / /
Brief summary after each session % z
Other - please specify:
Additional Comments:
Service Related Research Project
Please answer the following by considering your views in general circumstances.
TTME ONE: At Initial Contact with the Team j
1 . Do you w a n t e d  to know the date when a patient is seen by the team for the fust time? tjœ ÿN O
Z  Following an initial assessment, which of the following are necessary in written eotrespondence.
Mark (XI ONE Column only for each row.
ITEM
N a m e d  p r o f e s s io n a l s  i n v o lv e d  ______________ _ _____
f o r  r e f e r r a l  /  s u m m a r y  o f  c u r r e n t  s i t u a t i o n .  
F a m i ly  /  s o c i a l  c o n te x t  o f  p a t ie n t_ ------------------------—
ESSENTIAL
■vT"
DESIRABLE
N O T  
REQUIRED
H i s t o r y  o f  d i f f ic u l t ie s  
F o r m u l a t i o n  o f  d if f ic u l t ie s  
p i a g n o s i s
P r o g n o s i s _____________
I m m é d ia t e  c o u r s e  o f  a c t i o n
I n t e n d e d  l o n g  t e r m  t r e a t m e n t  
P n t i n n a l e  f o r  t r e a tm e n t
T r e a t m e n t  g o a l s  
F r e q u e n c y  o f  s e s s io n s
g
E x p e c t e d  n u m b e r  o f  s e s s io n s  
E x p e c t a t i o n s  o f  t h e  p a t i e n t
g
E x p e c t a t i o n s  o f  t h e  G P  
R e q u i r e m e n t s  f o r  f u r t h e r  a s s e s s m e n t
D a t e s  f o r  c a s e  r e v ie w s  e tc .____________
O th e r  -  p l e a s e  sp e c ify :  ____________
3. Do you think the information provided following an Initial aasesament should vat, according to:
a. The professional involved? Y E S /^ to ) If YES how?
b. The severity of mental illnessjfraj'/NO  If YES how? b t L H b . .
„  Any other factor? YES Z NO if YES what?
4  What are your views on the information that you currently receive from the team following initial 
'assessment? ^  i C S U .  A ff ^  ■
I
1 8 2
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TTME TWO: Interim Periods
5 in general, how frequently do you require an interim report for clients who have:
Major mental illness (i.e. Schizophrenia) Less severe difficulties (i.e. Panic Attacks)
M a rk  O N E  an sw er only  fo r  each  c lient group
After each contact 
Fortnightly 
M onthly 
3 Monthly 
6 M onthly
After each contact 
Fortnightly 
Monthly 
3 Monthly 
<5 M o ___
c f t r i s i !  ^ ................ (Specify time) . ^ ' t y f ë p e c i f y  timé^ f -
izi /V ja p U u a X r^ v th e rs p e c ify
. <57
time).
specify) ^  ^ ________
6 . In interim reports, which of the following are necessary in written correspondence;
T_________ Mark (X) ONE Column only for each row.
ITEM
Summary o f  background information 
Summary o f  difficulties ___________
Current m ood state
Progress to  date /  goals achieved
ESSENTIAL DESIRABLE NOT REQUIRED
Stage m treatm ent 
Issues in therapy
Change in patient circumstances, directly related to illness
Change in patient circumstances, indirectly related to illness vZl
Changes in treatm ent plan /  treatm ent goals v/
Remaining treatm ent goals
O th e r-p le a se  specify:__________________________   r  =iA (2<^ r^ c U CWvK
7. Do you think the information provided in an interim report should vary according to:
a The professional involved? (Y ES)N O  if YES how? ^
— rep*~ti AUo ... çr
b. The severity o f mental illness? NO If YES how? ( s r ^ M ' v y i j
c. Any other factor? YES / NO I f  YES what?
What are your views on the information that you currently receive from the team at interim time 
• periods? r -
^
Please Turn Over
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TTME THREE: At Discharge
p In discharge correspondence, which o f the following are necessary.
M arkfX) Or*Œ Column only for each row,
ITEM ESSENTIAL DESIRABLE NOT REQUIRED
S u m m a r y  o f  b a c k g r o u n d  in f o r m a t io n
S u m m a r y  o f  p a t ie n t 's  d iff ic u ltie s -
D e s c r ip t i o n  o f  t r e a tm e n t
G o a ls  p u r s u e d
A c h ie v e m e n ts  d u r in g  th e r a p y
C u r r e n t  m e n ta l  s ta te
R e a s o n  f o r  d i s c h a r g e
P a t i e n t  r o l e  in  m a in ta in in g  h e a l th  s t a tu s
G P  r o le  i n  m a in ta in in g  h e a l th  s t a tu s
N a m e d  t e a m  m e m b e r  f o r  f u tu r e  c o n t a c t
O th e r  -  p l e a s e  s p e c ify OlCw
10. Do you think the information provided at discharge sho'
rOPd pUwJLcL ctM. r tttf ir  ^  
at discharge shomd vary according to:
a. The professional involved? YES /  ^ 0 /  IfYES how?
b. The severity o f  mental illness? YES /  ^ 3 )  IfY E S  how?
c. Any other factor? YES /N O  IfY E S  what?
11. What are your views on the information that you currently receive from the team at discharge?
• UVyvv'CvtLu cAcW" • Avcvvv. K ^
tL k  ti ÿ , '<-?<*■ y .
p'kPvxsL. I r&VxAou-e ^  /woWp ov TXj^ )
FORMAT i >  _  j „      c n L w " T ' - v o  uo _ f ,
12. Please  ^ ^- —  — %----------—  e
Use: 1 = 1st choice, 2 = 2nd choice, 3 = 3rd choice, 4 =  4th choice.
FORMAT INITIAL ASSESSMENT INTERIM REPORTS
DISCHARGE
Letter with no subheadings
S ta n d a r d  form with subheadings V*
Brief summary after each session
Other - please specify:
Additional Comments: y
loo  ."\a* 2  V tils. te-te 6J p s p t S ,
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Please answer the following by considering your views in general circumstances.
TIME ONE: At Initial Contact with the Team
1. Do you want/need to know the date when a patient is seen by the team for the first tim e(YE^/NO
2. Following an initial assessment, which o f the following are necessary in written correspondence.
ITEM ESSENTIAL DESIRABLE
NOT-
REQUIRED
N a m e d  p r o f e s s io n a ls  i n v o lv e d X
R e a s o n  f o r  r e f e r r a l  /  s u m m a r y  o f  c u r r e n t  s i t u a t io n
F a m i ly  Z s o c ia l  c o n te x t  o f  p a t i e n t X
H is to r y  o f  d if f ic u l t ie s X
F o r m u la t io n  o f  d i f f ic u l t ie s V  •
X
X
I m m e d ia t e  c o u r s e  o f  a c t i o n X
I n t e n d e d  lo n g  t e r m  t r e a tm e n t X
R a t io n a l e  f o r  t r e a tm e n t X  •
E x p e c t e d  d u r a t io n  o f  t r e a tm e n t X
X
X
X  :
E x p e c t e d  n u m b e r  o f  s e s s io n s • X
E x p e c ta t i o n s  o f  t h e  p a t i e n t X
X  :
R e q u i r e m e n t s  f o r  f u r t h e r  a s s e s s m e n t X
D a t e s  f o r  c a s e  r e v ie w s  e tc . X
O t h e r  -  p l e a s e  s p e c ify :
3. Do you think the information provided following an initial assessment should vary according to:
a. The professional involved? YES / j&Q) I f Y E S  how?
b. The severity o f  mental illness? YES / ^ o )  I f Y E S  h o w ?
c. Any other factor? YES /^Q/IfYES what?
4. What are your views on the information that you currently receive from the team following initial 
assessment? , ,
185
Service Related Research Project
5 . In general, how frequently do you require an interim report for clients who have:
Major mental illness (i.e. Schizophrenia) Less severe difficulties (i.e. Panic Attacks)
M a r k  O N E  a n s w e r  o n ly  f o r  e a c h  c l i e n t  g r o u p
After each contact A fter each contact
Fortnightly Fortnightly
M onthly M onthly
3 M onthly 3 M onthly
6 M onthly 6 M onthly
After Crisis Only • After Crisis Only
After Crisis and ................(Specify tim e) After Crisis and ................ (Specify time)
Other (specify) O ther specify
6 . In interim reports, which of the following are necessary in written correspondence;
Mark (X) ONE Column only for each row.
ITEM ESSENTIAL DESIRABLE NOT REQUIRED
Summary o f  background information X
Summary o f  difficulties X
Current mood state X -
Progress to  date /  goals achieved X
Stage in treatment X
Issues in therapy X
Change in patient circumstances, directly related to  illness X
Change in patient circumstances, indirectly related to  illness X
Changes in treatm ent plan /  treatm ent goals X
Remaining treatment goals y
Forecast number o f  sessions X
O ther - please specify:
7. Do you think the information provided in an interim report should vary according to:
a. The professional involved? YES(f^Q, IfY E S  how?
b . The severity o f mental illness? IfY E S  how?
c. Any other factor? YES / ’N Ü  I f Y E S  what?
8. What are your views on the information that you currently receive from the team at interim time
Please Turn Over
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«imm i  » n x iv ■ n i  viavuarge
9. In discharge correspondence, which o f  the following are necessary:
Mark (X) ONE Column only for each row.
ITEM ESSENTIAL DESIRABLE NOT REQUIRED
Sum mary o f  background information v -
Sum mary o f  patient's difficulties V -
Description o f  treatm ent X
Goals pursued X
Achievements during therapy x-
C urrent mental state
Reason for discharge X '
Patient role in maintaining health status V
GP role in maintaining health status X
Nam ed team  member for future contact X
O ther - please specify
10. Do you think the information provided at discharge should vary according to:
a. The professional involved? YES YE S how?
b. The severity o f  mental illness? YES /  ^O^lfYES how?
c. Any other factor? YES /(^p) If YES what?
11. What are your views on the information that you currently receive from the team at discharge?
FORMAT
12. Please indicate your order o f preference for each format at each o f the three correspondence intervals. 
Use: 1 = 1st choice, 2 = 2nd choice, 3 = 3rd choice, 4 = 4th choice.
FORMAT INITIAL ASSESSMENT INTERIM REPORTS DISCHARGE
Letter with no subheadings
Standard form with subheadings r<p
Brief summary after each session rn
Other - please specify:
Additional Comments:
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Appendix 4
Raw data from CMHT questionnaires
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l  v
Pleasè answer the following by considering your views in general circumstances.
TIME ONE: At Initial Contact with the Team
I. Following an initial assessment, which o f  the following information do you provide to GPs:
tr
ITEM ALW AYS
■---- -----------"  ""'T
SOMETIMES NEVER
Named professionals involved
Reason for referral /  summary o f  current situation .....  y
Family /  social context o f  patient ✓
History o f  difficulties y
Formulation o f  difficulties y
Diagnosis y
Prognosis
Immediate course o f  action ✓
Intended long term  treatment y
Rationale for treatm ent y
Expected duration o f  treatment
Treatm ent goals
Frequency o f  sessions
Location o f  sessions
Expected number o f  sessions
Expectations o f  the patient
Expectations o f  the GP
Requirements for further assessment
Dates for case reviews etc.
O ther -  please specify: A>wA-<V’rv*^ vN U *xU  • ~ y
2-
2. Do you think the information that you provide following an initial assessment varies due to:
a. Your professional role? ^ E s)f  NO IfY E S  how?
b . The severity o f  the client’s mental illness? ( Y E s ) /  NO I fY E S  how?
c. Any other factor? ^ E ^ /N O  I f  YES what?
{v'~'4
3. What are your views on the information that you currently provide to GPs following an initial 
assessment?
/  I d  i n - i y r j t  v l  X \jfc~
O ‘^ rv 1^ Al-Vffv-V /vAJ-LL>^ '
-  U .  v-j-r-rdAjj^  <XS1 2 . rVvti, / Z ^  C-P ^
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nxiiz. i  », u; luicrim r em u s
4. In general, how frequently do you provide interim information to. GPs for clients who have:
Major mental illness (i.e. Schizophrenia) Less severe difficulties (i.e. Panic Attacks)
M a rk  O N E  a n sw e r  only  fo r  e ach  c lien t g ro u p
A fter each contact /
Fortnightly 
M onthly 
3 M onthly 
6 M onthly 
A fter Crisis Only
A fter Crisis and  (Specify tim e)
O ther (specify)
A fter each contact /
Fortnightly 
M onthly 
3 M onthly 
6  M onthly 
A fter Crisis Only
A fter Crisis and  (Specify tim e)
O ther specify
5. In interim correspondence, which o f the following do you provide to GPs:
ITEM ALWAYS SOMETIMES NEVER
Sum mary o f  backeround information y
Sum mary o f  difficulties /
C urrent m ood state
Progress to  date /  goals achieved ✓
Stage in treatm ent
Issues in therapy
Change in patient circumstances, directly related to  illness V '
Change in patient circumstances, indirectly related to  illness
Changes in treatm ent plan /  treatm ent goals v /
Remaining treatm ent goals
F orecast num ber o f  sessions
O ther -  please specify:
6 . Do you think the information that you provide in interim correspondence varies due to:
. « U  II X KS how?a. Your professional role? / Y E ^ / N O  IfY E S  ho ? s r o y  -£-a.
/N O  I fY E S  how? yv, ^
 j. '-j A V ]  h. t z t  A r y  kiy .
c. Any other factor? / Y M / N O  I fY E S  what?
Tvtvvfl.
7. What are your views on the information that you currently provide to GPs at interim time 
periods?
/CvfTo^rc^ «xzV fnjnus> .
Please Turn Over
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' TIME THREE: At Discharge .
8 . In discharge correspondence, which of the following do you provide to GPs:
Mark (X) ONE Column only for each row.
ITEM ALWAYS SOMETIMES NEVER
Summary o f  background information
Summary o f  patient's difficulties
Description o f  treatm ent
Goals pursued
Achievements during therapy
Current mental state ✓
Reason for discharge ✓
Patient role in maintaining health status
GP role in maintaining health status y
Nam ed team  m em ber fo r future contact ' y
O ther - please specify
9. Do you think the information that you provide at discharge varies due to:
a. Your professional role? ^ E ^ /N O  IfY E S  how?
b. The severity o f  the client’s mental illness? / Y e I  /  NO IfY E S  how?
X - /
c. Any other factor? NO IfY E S  what?
10. V-Tiat are your views on the information that you currently provide to GPs at discharge?
FORMAT
11'. Please indicate the format that you use, for each of the three correspondence types, by selecting 
‘1 ’ for the format used most frequently, ‘2 * for the second most frequent etc.
FORMAT INITIAL ASSESSMENT INTERIM REPORTS DISCHARGE
Letter with no subheadings I. / 1. •s
Standard form with subheadings ^  |.
Brief summary after each session v v v ^
Other - please specify:
Additional Comments:
i
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-  "* ^
Please answer the following by considering your views in general circumstances.
TIME ONE: At Initial Contact with the Team
1. Following an initial assessment, which o f the following information do you provide to GPs:
Mark (X) ONE Column only for each row.
ITEM ALW AYS SOMETIMES NEVER
Nam ed professionals involved
Reason for referral /  summary o f  current situation
Family Z social context o f  patient u /
History o f  difficulties u /
Form ulation o f  difficulties i / \ /
D iagnosis 1/
Prognosis
Imm ediate course o f  action
Intended long term  treatm ent
Rationale for treatm ent
Expected duration o f  treatment u /
Treatm ent goals
Frequency o f  sessions
Location o f  sessions
Expected number o f  sessions u /
Expectations o f  the patient .
Expectations o f  the GP
Requirem ents for further assessment \ S
D ates for case reviews etc. t /
O ther -  please specify:
2. Do you think the information that you provide following an initial assessment varies due to:
a. Your professional role? YES /^NO^tfYZS how?
b. The severity o f the client’s mental illness? ^^ E $V ^ O  IfYES how?
c. Any other factor? ^ Y E ^ / NO IfY E S  what? .
3. What are your views on the information that you currently provide to GPs following an initial 
assessment? ^  t K t  dj-
cdl&OhM  ^ tdr tiTvwL oj /AMttAn&vŒ
5V  'skiX zü r < w u ( c c L  ho A s^mJc
Q y y x  AJLzdK . ;
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4. In general, how frequently do you provide interim information to GPs for clients who have:
Major mental illness (i.e. Schizophrenia) Less severe difficulties (i.e. Panic Attacks)
M a rk  O N E a n sw e r only fo r each  c lien t g ro u p  j
I A fter each contact After each contact I
Fortnightly Fortnightly
M onthly M onthly
3 M onthly 3 Monthly
6 M onthly 6 M onthly i
A fter Crisis Only After Crisis Only I
A fter Crisis and ................ (Specify tim e) A fter Crisis and ................ (Specify time) •
O ther (specify) O ther specify :
5. In interim correspondence, which of the following do you provide to GPs:
Mark (X) ONE Column only for each row.
ITEM ALWAYS SOMETIMES NEVER
Summary o f  background information v —
Sum mary o f  difficulties v /'" '
C urrent mood state
Progress to date /  goals achieved v-—
Stage in treatment 1 / -
Issues in therapy
Change in patient circumstances, directly related to illness
Change in patient circumstances, indirectly related to illness
Changes in treatment plan /  treatm ent goals , / —
Remaining treatm ent goals
. . .  ^
Forecast number o f  sessions L ./"
O ther - please specify:
6 . Do you think the information that you provide in interim correspondence varies due to:
a. Your professional role? AfES/WO I f  YES how? _ 1 H -  c Ü L y v trK - v w f ci y  uo „ j-. - 1'
UKrutiz-t
b . The severity o f  the client’s mental illness? ( YES/-NO I f  YES how?
c. Any other factor? YES /  NO I f  YES what?
7. What are your views on the information that you currently provide to GPs at interim time 
periods?
Jo. fvD
& ?vV Y \rY ^ jU U ^  —  çX jcr-Q & f' ^Q-/Lov<c) O ziA fzuU r
—  pxXdPAAJLo (^ v" yCSL^ Jyov\£/d.
— ^vHUsf- -
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i'EVLE THREE: At Discharge
8 . In discharge correspondence, which o f the following do you provide to GPs:
Mark (X) ONE Column only for each row.
ITEM ALWAYS
— r . " — " “ “ y
SOMETIMES NEVER
Summary o f  background information 1 /
Summary o f  patient's difficulties v /
Description o f  treatm ent
Goals pursued i / -
Achievements during therapy
Current mental state
Reason for discharge
Patient role in maintaining health status v /
GP role in maintaining health status . ..
Nam ed team  member for future contact i / '
O ther - please specify
9. Do you think the information that you provide at discharge varies due to:
a. Your professional role? YES /(^O /ZfYES how?
b . The severity o f  the client’s mental illness? ^ Y E p /  NO  I f  Y E S how?
c. Any other factor? AW /NO  If  Y E S what?
10. What are your views on the information that you currently provide to GPs at discharge?^.vvS^M U M -
FORMAT
11. Please indicate the format that you use, for each o f the three correspondence types, by selecting 
‘1’ for the format used most frequently, ‘2 ’ for the second most frequent etc.
FORMAT INITIAL ASSESSMENT INTERIM REPORTS DISCHARGE
Letter with no subheadings
Standard form with subheadings
Brief summary after each session X
Other - please specify: [ ‘LvGMArfV-fVr cU/iuvvm'K'
Additional Comments:
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12) •
Please answer the following by considering your views in general circumstances.
TIM E ONE: At Initial Contact with the Team
1. Following an initial assessment, which o f  the following information do you provide to GPs:
Mark (X) ONE Column only for each row.
ITEM ALW AYS SOM ETIM ES NEVER
N a m e d  p r o f e s s io n a ls  in v o lv e d .
R e a s o n  f o r  r e f e r r a l  /  s u m m a r y  o f  c u r r e n t  s i tu a t io n U'-’
F a m i ly  /  s o c ia l  c o n t e x t  o f  p a t ie n t i/ 1
H is to r y  o f  d if f ic u l t ie s
F o r m u la t io n  o f  d i f f ic u l t ie s v/ -7 1
D ia g n o s is i/ -7
P r o g n o s i s ______ _
I m m e d ia t e  c o u r s e  o f  a c t i o n t / ' 1
In t e n d e d  lo n g  t e r m  t r e a tm e n t i / 7
R a t io n a l e  f o r  t r e a tm e n t
E x p e c t e d  d u r a t io n  o f  t r e a tm e n t
T r e a t m e n t  g o a ls i-—
F r e q u e n c y  o f  s e s s io n s t / '
L o c a t i o n  o f  s e s s io n s
E x p e c t e d  n u m b e r  o f  s e s s io n s L^ -
E x p e c ta t i o n s  o f  t h e  p a t i e n t
E x p e c t a t i o n s  o f  t h e  G P 1/
R e q u i r e m e n t s  f o r  f u r t h e r  a s s e s s m e n t __ _
D a te s  f o r  c a s e  r e v i e w s  e tc . v ^ *
O t h e r  -  p l e a s e  s p e c ify :
2. Do you think the information that you provide following an initial assessment varies due to:
a. Your professional role? Y E S /2 ^ .  I f  Y E S  h o w ?  C
b .  The severity o f  the client’s mental illness? YES /  I f  Y E S  h o w ?  Q
c .  Any other factor? YES'/ NO I f  Y E S  w h a t?
3. What are your views on the information that you currently provide to GPs following an initial 
assessment?
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TIME TWO: Interim Periods
■A. In general, how frequently do you provide interim information to GPs for clients who have:
Major mental illness (i.e. Schizophrenia) Less severe difficulties (i.e. Panic Attacks)
M a rk  O N E  an sw er only fo r each  c lien t g ro u p
After each contact V / *  A fter each contact 7
Fortnightly Fortnightly
M onthly M onthly
3 M onthly 3 M onthly
6 M onthly 6 M onthly
After Crisis Only A fter Crisis Only
After Crisis and ................ (Specify time) A fter Crisis and ................ (Specify time)
Other (specify) O ther specify
5. In interim correspondence, which of the following do you provide to GPs:
Mark (X) ONE Column only for each row.
ITEM ALWAYS SOMETIMES NEVER
Sum mary o f  background information U - '
Sum mary o f  difficulties L^-
Current mood state v/ 1
Progress to date Z goals achieved 1
Stage in treatm ent U""
Issues in therapy L /
Change in patient circumstances, directly related to illness 1/ " .
Change in patient circumstances, indirectly related to illness i / "
Changes in treatment plan / treatm ent goals V— '
Remaining treatment goals
Forecast number o f  sessions _ __
O ther - please specify:
6 . Do you think the information that you provide in interim correspondence varies due to:
a. Your professional role? YES /CK f I f  YES how?
(if ^
b . The severity o f  the client’s mental illness? YES /  'U S  I f  YES how? v
c. A n y  o th e r  f a c to r?  NO If  YES what?
7. What are your views on the information that you currently provide to GPs at interim time 
periods?
j),{" d_y
Please Turn Over
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t lM E  THREE: At Discharge
8. In discharge correspondence, which o f the following do you provide to GPs:
ITEM ALWAYS SOMETIMES NEVER
Sum mary o f  background information t /
Sum mary o f  patient's difficulties
Description o f  treatm ent l / ~
G oals pursued i / '
Achievem ents during therapy L / 7
C urrent mental state u / "
Reason for discharge
Patient role in maintaining health status
GP role in maintaining health status I / ?
Nam ed team  m em ber for future contact V " -
O ther - please specify
9. Do you think the information that you provide at discharge varies due to:
a. Your professional role? YES / è ç 0  I f  Y E S how? / ^ J \ Q
b . The severity o f  the client’s mental illness? YES /  NO If  Y ES how? L J ~ lX s< ^
c. Any other factor? YgS / NO if Y ES what?
10. What are your views on the information that you currently provide to GPs at discharge? 
FORMAT
11. Please indicate the format that you use, for each of the three correspondence types, b y  selecting 
T  for the format used most frequently, ‘2 ’ for the second most frequent etc.
FORMAT INITIAL ASSESSMENT INTERIM REPORTS DISCHARGE
Letter with no subheadings
Standard form with subheadings /
Brief summary after each session % /
Other - please specify:
Additional Comments:
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-TM
Please answer the following by considering your views in general circumstances.
TIME ONE: At Initial Contact with the Team
1. Following an initial assessment, which o f the following information do you provide to GPs:
Mark (X) ONE Column only for each row.
ITEM ALW AYS SOMETIMES NEVER
Nam ed professionals involved v /
Reason for referral /  summary o f  current situation t /
Family /  social context o f  patient i /
History o f  difficulties y
Formulation o f  difficulties v /
Diagnosis L /
Prognosis v-—
Immediate course o f  action i /
Intended long term treatm ent y
Rationale for treatm ent y
Expected duration o f  treatm ent i
Treatm ent goals •
Frequency o f  sessions u /
Location o f  sessions v /
Expected number o f  sessions y
Expectations o f  the patient /
Expectations o f  the GP .
Requirements for further assessment v /
Dates for case reviews etc.
Other -  please specify:
2. Do you think the information that you provide following an initial assessment varies due to:__ _
a. Your professional role? YES /[NO. If YES how? ^
b. The severity o f  the client’s mental illness? y Y E S  /  NO If YES how?( y e s /
c. Any ether factor?
''A
Y E S /N O  I f  YES what?
3. What are your views on the information that you currently provide to GPs following an initial 
assessment?
Û
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4. In general, how frequently do you provide interim information to GPs for clients who have:
Major mental illness (i.e.; Schizophrenia) Less severe difficulties (i.e. Panic Attacks)
. M ark ONE answer only for each client group
A f te r  e a c h  c o n t a c t  w ' '  A f t e r  e a c h  c o n ta c t
F o r tn ig h t ly  F o r tn ig h t ly
M o n th ly  " M o n th ly
3 M o n th ly  3  M o n th ly
6  M o n th ly  6  M o n th ly  *
A f t e r  C r i s i s  O n ly  A f t e r  C r is is  O n ly  &
A f te r  C r i s i s  a n d  .................... ( S p e c i f y  t im e )  A f t e r  C r is is  a n d  .................... ( S p e c i f y  t im e )  •
O th e r  ( s p e c i f y )  O th e r  s p e c i f y  I
5. In interim correspondence, which o f  the following do you provide to GPs:
Mark (X) ONE Column only for each row.
ITEM ALWAYS SOMETIMES NEVER
S u m m a r y  o f  b a c k g r o u n d  in f o r m a t io n  • . /
S u m m a r y  o f  d if f ic u ltie s
C u r r e n t  m o o d  s ta te _/
P r o g r e s s  t o  d a t e  /  g o a l s  a c h ie v e d A ?
S t a g e  in  t r e a tm e n t
I s s u e s  in  t h e r a p y v /
C h a n g e  in  p a t ie n t  c i r c u m s ta n c e s ,  d i r e c t l y  r e l a t e d  t o  i l ln e s s v /
C h a n g e  in  p a t ie n t  c i r c u m s ta n c e s ,  i n d i r e c t ly  r e l a t e d  t o  i l ln e s s v /
C h a n g e s  in  t r e a tm e n t  p l a n  /  t r e a tm e n t  g o a l s 1 /
R e m a in in g  t r e a tm e n t  g o a l s t /
F o r e c a s t  n u m b e r  o f  s e s s io n s v X
O t h e r  -  p le a s e  sp e c ify :
6 . Do you think the information that you provide in interim correspondence varies due to: —
a. Your professional role? YES /|NO yIf YES h o w ?  ik st'-u*
b. The severity o f  the client’s mental illness? nTE sj NO If YES h o w ?  y  /
V /  Oyy  ^ t y /
c. Any other factor? NO If YES what? ' - 9
I— Sj /
7. What are your views on the information that you currently provide to GPs at interim time
Please Turn Over j
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' frlME THREE: At Discharge
8 . In discharge correspondence, which o f  the following do you provide to GPs:
Mark (X) ONE Column only for each row.
ITEM ALWAYS SOMETIMES NEVER
Summary ofbackground information
Summary o f  patient's difficulties
Description o f  treatm ent v-/
Goals pursued w /
Achievements during therapy i /
Current mental state
Reason for discharge
Patient role in maintaining health status - / ■
GP role in maintaining health s tatus
Named team  member for future contact v /
O ther -  please specify
9. Do you think the information that you provide at discharge varies due to: ^
a. Your professional role? YES / N ( T ) l f Y E S  how? â ' s & d j- a _
b. The severity o f  the client’s mental illness? jiE S /  NO I f  Y E S . how? - '* /x e s  h o w ?  'n
c. Any other factor? /  YES// NO If YES what? |
10. V.Tiat are your views on the information that you currently provide to GPs at discharge? '
FORMAT
11. Please indicate the format that you use, for each o f the three correspondence types, by selecting 
‘1* for the format used most frequently, ‘2 ’ for the second most frequent etc.
FORMAT INITIAL ASSESSMENT INTERIM REPORTS DISCHARGE
Letter with no subheadings J"
Standard form with subheadings /
Brief summary after each session <C / f
Other - please specify:
Additional Comments:
2 0 0
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i s
Please answer the following by considering your views in general circumstances.
TIME ONE: At Initial Contact with the Team
1 Following an initial assessment, which o f the following information do you provide to GPs.
ITEM
Nam ed professionals involved
Reason for referral /  summary o f  current situation
Family /  social context o f  patient
History o f  difficulties
Form ulation o f  difficulties
Prognosis
Im m ediate course o f  action
Intended long term  treatm ent
Expected duration o f  treatm ent
Treatm ent goals
Frequency o f  sessions
Location o f  sessions
Expected num ber o f  sessions
Expectations o f  the patient
Expectations o f  the GP
Requirem ents for further assessment
Other -  please specify:
Mark (X) ONE Column only for each row
ALW AYS SOMETIMES NEVER
2. Do you think the information that you provide following an initial assessment varies due to.
a. Your professional role? NO If  YES how?
- T l^ e v Y T V v ^ x  C"i— - T -  T >v . V \ ,x J
b. The severity o f  the client’s mental illness? YES /  ^ O^IfYES how?
c. Any other factor? YES YES what?
3 what are your views on the information that you currently provide to GPs following an initial 
assessment?
2 0 1
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TIME TWO: Interim Periods
4. In general, how frequently do you provide interim information to GPs for clients who have:
Major mental illness (i.e. Schizophrenia) Less severe difficulties (i.e. Panic Attacks)
M a r k  O N E  a n s w e r  o n ly  f o r  e a c h  c l i e n t  g r o u p
After each contact • A fter each contact
Fortnightly Fortnightly
M onthly M onthly
3 M onthly 3 M onthly
6 M onthly 6 Monthly .
After Crisis Only After Crisis Only
After Crisis and ....:......... (Specify time) A fter Crisis and ................ (Specify tim e)
O ther (specify) O ther specify
5 . In interim correspondence, which of the following do you provide to GPs:
Mark (X) ONE Column only for each row.
ITEM ALWAYS SOMETIMES NEVER
Sum mary o f  background information ........
Sum mary o f  difficulties ......
C urrent mood state x /
Progress to date /  goals achieved
Stage in treatment v - . .
Issues in therapy V -" '
Change in patient circumstances, directly related to illness A r c  ......
Change in patient circumstances, indirectly related to illness
Changes in treatment plan /  treatm ent goals A T
Remaining treatment goals N -
Forecast number o f  sessions V
O ther - please specify:
6. D o you think the information that you provide in interim  correspondence varies due to:
a. Your professional role? ( YES,/N O  If YES how?
^  , 'y/"xQ Y \
_  cA  v <L^y\.V V x,t£>  yA o’T C tC v^ 'Sr^ —^X . ^
b. The severity o f  the client’s mental illness? YES /(NLP'If YES how?
C>^ A.KYCy2_
c. Any other factor? (y È S J  NO I f  YES what?
W c s o e .  t z v A . o / e  t v c l v ^ a. ^ c _o  v ^ f c v c r
Cl \ ê/vAt- (jr csoo-c-ji. eAc .
7. What are your views on the information that you currently provide to GPs at interim time
p=ri0<ls? Cr? 'wxVe^ '&s-s,'.
ê~ W .  ,vAp 'oSèr Vxc-v^  V=C32-^
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' TIME THREE: At Discharge
8 . In discharge correspondence, which o f  the following do you provide to GPs:
Mark (X) ONE Column only for each row.
ITEM ALWAYS SOMETIMES NEVER
Sum mary o f  background information K
Sum mary o f  patient's difficulties V
Description o f  treatm ent y
Goals pursued V
Achievements during therapy V
C urrent mental state V
Reason for discharge V
Patient role in maintaining health status X
GP ro le  in maintaining health status y
N am ed team  member for future contact V
O ther - please specify
9. Do you think the information that you provide at discharge varies due to:
a. Your professional role? ( yE ST^'O I f  YES how?
VeAVoO Ov^ rTe^ -TCt c*.\SKC^  —aJSW (J-
b. The severity o f the client’s mental illness? YES / @ p f Y E S  how?
c. Any other factor? YES / (N Ô j lf Y E S  what?
10. What are your views on the information that you currently provide to GPs at discharge?
/ \ o Y -  c - v .  c l  — i r x  c \ a  w u x
-oCcc_
FORMAT
11. Please indicate the format that you use, for each of the three correspondence types, by selecting 
‘1 ’ for the format used most frequently, ‘2 ’ for the second most frequent etc.
FORMAT INITIAL ASSESSMENT INTERIM REPORTS DISCHARGE
Letter with no subheadings Z
Standard form with subheadings 1
Brief summary after each session 1 0  .....
Other - please specify:
Additional Comments: 
fXo Ox vO<2- /v/x<=a t v^ .V CLovVnÇ)
-a .  ( ^ v ^ x o V .  c V ' i - S O 'X P Y t ^ C
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Please answer the following by considering your views in general circumstances.
TIME ONE: At Initial Contact with the Team
1. Following an initial assessment, which o f  the following information do you provide to GPs:
ITE M ALW AYS SOMETIMES NEVER
Nam ed professionals involved
Reason for referral /  summ ary o f  current situation l/
F am ilv / social context o f  patient
History o f  difficulties
Form ulation o f  difficulties t / -
Diagnosis t> "
Prognosis
Imm ediate course o f  action i /
Intended long term  treatm ent
Rationale for treatm ent
Expected duration o f  treatm ent
Treatm ent goals
Frequency o f  sessions Ix^"
Location o f  sessions L x -
Expected number o f  sessions L /
Expectations o f  the patient L /
Expectations o f  the GP U - '
Requirem ents for further assessment
D ates for case reviews etc.
O ther -  please specif/: <x-
RiàU. •
2. Do you think the information that you provide following an initial assessment varies due to: 
a. Your professional role? /'YES^NO I f  Y E S how?
dcpencusvj/ ces(      I
/ — •
b . The severity o f  the client’s mental illness? f Y E S /N O  I f  Y E S  how? w-
d d k d  +  (V ic
. fteagstzuj J j i  dvi&iîc d/H-
c. Any other factor? MfES /  NO I f  Y E S  what? U /
t^ilcuk L5 fc&ùyc/ M'CfAAd’fe d ' ik z  6. P.
3. What are your views on the information that you currently provide to GPs following an initial 
' assessment?
P êlth '& ë- ùà& P n J jo . û f t / ix d e J  ’û> '  i^ üjO c^ P
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TIME TWO: Interim Periods
4. In general, how frequently do you provide interim information to GPs for clients who have:
Major mental illness (i.e. Schizophrenia) Less severe difficulties (i.e. Panic Attacks)
M a r k  O N E  a n s w e r  o n l y  f o r  e a c h  c l i e n t  g r o u p
After each contact 
Fortnightly 
M onthly 
3 M onthly 
6 M onthly 
A fter Crisis Only
After Crisis and ................ (Specify time)
Other (specify)
After each contact 
Fortnightly 
Monthly 
3 Monthly 
6 Monthly 
After Crisis Only
After Crisis and ................(Specify time)
Other specify
5. In interim correspondence, which of the following do you provide to GPs:
ITEM ALWAYS SOMETIMES NEVER
Sum mary o f  background information 1/
Sum mary o f  difficulties I / '
C urrent mood state I / "
Progress to  date Z goals achieved 1/
Stage in treatm ent t / "
Issues in therapy I / '
Change in patient circumstances, directly related to illness
Change in patient circumstances, indirectly related to  illness L /
Changes in treatm ent plan Z treatment goals
Remaining treatm ent goals
Forecast number o f  sessions
Other - please specify:
6 . Do you think the information that you provide in interim correspondence varies due to:
a. Your professional role? (Y E S) NO I f  YES how?
b .  The severity o f  the client’s mental illness? (^YEs)/ NO I f  Y E S  how?
c. Any other factor? Y E S/ NO I f  YES what?
7. What are your views on the information that you currently provide to GPs at interim time 
periods?
Please Turn Over
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TIME THREE: At Discharge
8 . In discharge correspondence, which o f the following do you provide to GPs:
ITEM ALWAYS SOMETIMES NEVER
Summary o f  background information v /" •
Summary o f  patient’s difficulties
Description o f  treatm ent
Goals pursued
Achievements during therapy
Current mental state .....  1/ "
Reason for discharge ■ y  i s .
Patient role in maintaining health status
GP role in maintaining health status
Named team mem ber for future contact
Other - please specify t y
9 . Do you think the information that you provide at discharge varies due to: ' S C  .
a. Your professional role?; f  YES// NO If  YES how? /Vf<2£,1 / I d  (aVCl&Z-
b. The severity o f  the client’s mental illness? /  YES^NO I f  YES how? 6 ^ 2 .
- m x lu a é b i  .
c. Any other factor? YES /  NO I f  YES what? fO (O U L
10. What are your views on the information that you currently provide to GPs at discharge'’ v ' / '
^  Y- /W // .
FORMAT
11. Please indicate the format that you use, for each o f the three correspondence types, by selecting 
‘1’ for the format used most frequently, ‘2 ’ for the second most frequent etc.
FORMAT INITIAL ASSESSMENT INTERIM REPORTS DISCHARGE
Letter with no subheadings a /
Standard form with subheadings \ n
Brief summary after each session o O Q
Other - please specify: o 1 -  C Y M V .
Additional Comments:
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Please answer the following by considering your views in general circumstances.
TIME ONE: At Initial Contact with the Team
1. Following an initial assessment, which of the following information do you provide to GPs:
Mark (X) ONE Column only for each row.
ITEM ALW AYS SOMETIMES NEVER
N am ed professionals involved V
Reason for referral /  summary o f  current situation X
Family /  social context o f  patient *
H istory o f  difficulties
Formulation o f  difficulties y -
Diagnosis y -
Prognosis X .
Immediate course o f  action -y .
Intended long term treatm ent X
Rationale for treatm ent X
Expected duration o f  treatm ent X
Treatm ent goals X
Frequency o f  sessions X
Location o f  sessions X
Expected number o f  sessions X
Expectations o f  the patient X
Expectations o f  the GP X
Requirem ents for further assessment X
Dates for case reviews etc.
Other -  please specify:
2. Do you think the information that you provide following an initial assessment varies due to:
a. Your professional role? '(yESV N O  I f  YES how?
b. The severity o f  the client’s mental illness? Y E S /N O  If YES how?
IrL-t-% I
I—3 0--U-
c. Any other factor? YES /  NO I f  YES what?
3. What are your views on the information that you currently provide to GPs following an initial 
assessment? , .  _ .
ÎVc f" Lv>u_c.--£-.L^  vvn O e.ÇLu
I
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TIME TWO: Interim Periods
4 in general, how frequently do you provide interim information to GPs for clients who have:
Major mental illness (i.e. Schizophrenia) Less severe difficulties (i.e. Panic Attacks)
M a rk  O N E  an sw er only fo r  each clien t g ro u p
After each contact 
Fortnightly 
M onthly 
3 M onthly 
6 M onthly 
After Crisis Only
After Crisis and ................ (Specify time)
O ther (specify)
A fter each contact t /  •
Fortnightly 
M onthly 
3 M onthly 
6 M onthly 
Aifter Crisis Only
A fter Crisis and ................(Specify time)
O ther specify
5. In interim correspondence, which o f  the following do you provide to GPs:
ITEM ALWAYS SOMETIMES NEVER
Summary o f  background information X
"A
X
Progress to  date /  goals achieved X
X
V.
Change in patient circumstances, directly related to illness V *
Change in patient circumstances, indirectly related to illness »
Changes in treatm ent plan / treatm ent goals *
X
Forecast number o f  sessions X .
O ther - please specify:
6 . Do you think the information that you provide in interim correspondence varies due to:
a. Your professional role? ^Y E S j/ NO I f  YES how?
b. The severity o f the client’s mental illness? NO I f  Y E S how? ^  ;
c. Any other factor? Y E S /N O  I f  Y E S what?
7. What are your views on the information that you currently provide to GPs at interim time 
periods?
Please Turn Over
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* frlME THREE: A t Discharge
8 . In discharge correspondence, which o f  the following do you provide to GPs:
M ark (X) ONE Column only for each row.
ITEM ALWAYS SOMETIMES NEVER
Summary of background information X
Summary of patient's difficulties X
Description of treatment y
Goals pursued X
Achievements during therapy • X
Current mental state X
Reason for discharge • X
Patient role in maintaining health status X
GP role in maintaining health status X
Named team member for future contact 1 X
Other - please specify NX
9. Do you think the information that you provide at discharge varies due to:
a. Your professional role? YES /  NO If YES how?
b. The severity o f  the client’s mental illness? YES /  NO If YES how?
c. Any other factor? YES /  NO If YES what?
10. What are your views on the information that you currently provide to GPs at discharge? 
FORM AT
11. Please indicate the format that you use, for each o f the three correspondence types, by selecting 
*1 ’ for the format used most frequently, ‘2 ’ for the second most frequent etc.
FORMAT INITIAL ASSESSMENT INTERIM REPORTS DISCHARGE
Letter with no subheadings Î)
Standard form with subheadings f j
Brief summary after each session » fP\— ...
Other - please specify: Uc*'
A dditional Com m ents:
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Please answer the following by considering your views in general circumstances.
TIME ONE: At Initial Contact with the Team
1. Following an initial assessment, which o f the following information do you provide to GPs:
Mark (X) ONE Column only for each row.
ITEM ALW AYS SOMETIMES NEVER
Named professionals involved V
Reason for referral /  summary o f  current situation V
Family /  social context o f  patient y
History o f  difficulties X
Formulation o f  difficulties X
Diagnosis
Prognosis y
Immediate course o f  action /
Intended long term treatment X
Rationale for treatment X
Expected duration o f  treatment
Treatm ent goals V
Frequency o f  sessions 46 V
L ocation o f  sessions
Expected number o f  sessions X
Expectations o f  the patient X
Expectations o f  the GP X
Requirem ents for further assessment X
Dates for case reviews etc. X
Other -  please specify:
2. Do you think the information that you provide following an initial assessment varies due to:
a. Your professional role? YES /  S #  If Y E S how?
b. The severity o f  the client’s mental illness? Y E S / J #  If YES how? — I
i£cr I—jU t, td-^ o PeCC^Lu)* a~
c*— de? <3-o.xJ 0j~ . u
c. Any other factor? u  YES /  what?
tzy^a. I écr ibk_^>-t d -k s^ ju y
pect^y
3. What are your views on the information that you currently provide to GPs following an initial 
assessment?
g. L ^
i cA-e Lc<_e_ id-^ oTVv.
Ai s
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TIME TWO: Interim Periods
4. In general, how frequently do you provide interim information to GPs for clients who have:
Major mental illness (i.e. Schizophrenia) Less severe difficulties (i.e. Panic Attacks)
M a rk  O N E  an sw er only for each c lien t g roup
After each contact A fter each contact
Fortnightly Fortnightly
M onthly M onthly
3 M onthly 3 Monthly
6 Monthly v 6 M onthly
After Crisis Only y  A fter Crisis Only
After Crisis and  (Specify time) ™  A fter Crisis and ................(Specify time)
Other (specify) O ther specify
5. In interim correspondence, which of the following do you provide to GPs:
ITEM ALWAYS SOMETIMES NEVER
Summary o f  background information ___/
Summary o f  difficulties vZ "  .. .
C urrent mood state
Progress to  date /  goals achieved
Stage in treatment , / /
Issues in therapy
Change in patient circumstances, directly related to illness
Change in patient circumstances, indirectly related to illness
Changes in treatment plan /  treatm ent goals
Remaining treatment goals
Forecast number o f  sessions
O ther - please specify:
6 . Do you think the information that you provide in interim correspondence varies due to:
a. Your professional role? Y E S /id »  I f  YES how?
b .  The severity o f  the client’s mental illness? YES /  > £ 6 ^  I f  Y E S  how?
c. Any other factor? * 3 ^ /N O  I f  Y E S  what?
7. What are your views on the information that you currently provide to GPs at interim time 
Periods? .s  u  . l o  . .
Please Turn Over
2 1 1
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TIME THREE: At Discharge
8 . In discharge correspondence, which o f the following do you provide to GPs:
ITEM ALWAYS SOMETIMES NEVER
Summary o f  background information
Summary o f  patient’s difficulties
Description o f  treatment
Goals pursued
Achievements during therapy
Current mental state
Reason for discharge
Patient role in maintaining health status
GP role in maintaining health status
Named team member for future contact
O ther - please specify A— _  ?S- /X 3-I .' T- m—t b
9. Do you think the information that you provide at discharge varies due to:
a. Your professional role? YES / - f ^  I f  Y E S how?
<2uo- h a lts'-0-  .
b. The severity o f the client’s mental illness? YES If Y ES how?
hno^ . -y o VJ-
c. Any other factor? YES'/'ÊÇ^If Y ES what?
10. VVhat are your views on the information that you currently provide to GPs ac discharge?
B e rb e r I U J= h ^
FORMAT
11. Please indicate the format that you use, for each of the three correspondence types, by selecting 
‘V for the format used most frequently, ‘2 ’ for the second most frequent etc.
FORMAT INITIAL ASSESSMENT INTERIM REPORTS DISCHARGE
Letter with no subheadings 1 2 _ 1
Standard form with subheadings ?> 3 3
'Brief summary after each session f  1 ) 1 CJ -)
Other - please specify:
Additional Comments:
^  v ~'-ey-A->^— CL A fh cJlV
2 1 2
A p p en d ix  5
Letter confirming feedback of findings to the team
Service Related Research Project
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Surrey
Hampsh
BordersSO/IF
Trus
Ms. Rachel Hampton, 
18 The Glade, 
Mychett,
Camberley,
Surrey.
GU16 6BG
Haslemere Community Mental Health Team 
The Lodge, Haslemere Hospital, Church Lane 
Haslemere, Surrey, GU27 2BJ
Telephone: 01428 658305 
(24 hour answeiphone) 
Fax: 01428 654483
21st September, 1999 
Dear Rachel,
re: Meeting Haslemere CMHT on 4th October. 1999
We look forward to meeting with you at The Lodge on Monday, 4th October, 1999 at 
2.30pm.
We are all interested to hear the results from your research into preferred styles of 
communication between the team and local GPs. We would then pass on relevant 
funding to Sally Probert, our Service Manager, for her consideration, given the current 
issue o f reconfiguring the CMHTs in Waverley.
Yours sincerely.
Sarah Owens _____ _
Chartered Clinical Psychologist 
Acting Team Co-ordinator
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A review  o f  the im pact o f  the m edia on body im age
D ecem ber 2001  
Y ear T hree
Literature Review: A Review of the Impact of the Media on Body Image
Introduction
Body image has been described as “the picture we have in our minds of the size, shape 
and form of our bodies; and to our feelings concerning these characteristics and our 
constituent body parts ” (Slade, 1988). It is a multifaceted concept incorporating our 
perceptions, feelings, thoughts, attitudes and actions in relation to our bodies and their 
appearance (Cash & Pruzinsky, 1990). It is therefore an important aspect of the way we 
view ourselves.
Studies have established a number of factors that are thought to contribute to the 
development of body image in both normal and eating disordered populations (Slade, 
1994, Haworth-Hoeppner, 2000). These include cultural, social, familial and cognitive 
factors. This knowledge has broadened our understanding of the development and 
maintenance of disordered patterns of eating such as anorexia nervosa and has 
contributed to the development of assessment tools and clinical intervention 
programmes.
More recently, attention has focused on the impact of sociocultural pressures on body 
image, with the media in particular having received criticism for portraying images that 
increase the pressure to be thin (Irving, 1990). Research examining the content of media 
images has also highlighted a general trend towards the use of images of individuals who 
are increasingly thinner (Gamer, Garfinkel, Schwartz & Thompson, 1980). These 
findings have subsequently prompted investigations into the potential consequences of 
exposure to such material.
It is of clinical relevance to investigate whether the media can influence the way 
individuals feel about the size and shape of their bodies or effect self-esteem. This would 
help to establish if media influences are implicated in the development and maintenance 
of eating disorders. In turn this may assist in the development of interventions for those 
vulnerable to negative media affects (Heinberg & Thompson, 1995). Hence, knowledge 
of media influences may contribute to our understanding of eating disorders and inform 
clinical practice.
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Several theoretical frameworks have been used to help understand the processes by 
which the media may influence body image. These include ‘Social Comparison Theory’ 
(Festinger, 1954) and ‘Self Schema Theory’ (Markus, 1977). They describe the range of 
complex processes and interactions that need to be considered when evaluating the 
manner in which the media may have an impact on body image.
As the short and long term clinical implications of media exposure remain unclear, a 
comprehensive review of the literature will be undertaken. In the first instance however, 
attention will focus on understanding normal and dysfunctional body image, theoretical 
frameworks that suggest how body image may be influenced by the media and media 
trends in the portrayal of male and female images.
Definitions of body image
The term body image refers to an individual’s own perception of their body or according 
to Cash’s definition (Cash, 1990) the “view from the inside”. It incorporates perceptions, 
thoughts and feelings but does not always directly reflect an individual’s actual 
appearance. A study by Feingold (1992) used meta-analysis to highlight the difference 
between an individual’s internal representation of the self or ‘body image’ and their 
external appearance. It examined the difference between objectively rated levels of 
attractiveness and an individual’s subjective self-appearance rating and showed a poor 
correlation (0.24 men and 0.25 women) between the two. Findings supported the view 
that it is not how we look that is seen as important but our internal thoughts of how we 
look, our thoughts of how we think others perceive us and our feelings in relation to such 
factors. Hence, our concept of ‘body image’ is an important aspect of the way we view 
ourselves.
Body image in eating disordered populations
Differences between body image and external appearance are often observed amongst 
eating disordered populations, where individuals have distorted body images (Cash & 
Pruzinsky, 1990). Distortions occur when differences exist between internal beliefs 
about appearance and actual weight or appearance (Cash & Pruzinsky, 1990). In fact,
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DSM-IV (American Psychiatric Association, 1994) lists one of the criteria for anorexia 
nervosa as ‘disturbance in the way in which one’s body weight or shape is experienced, 
undue influence of body weight or shape on self evaluation or denial of a seriousness of 
the current low body weight’.
Body image and self esteem
Significant associations have also been found between individuals’ own self-rating of 
attractiveness and global self-esteem, indicating links between body image and feelings 
(Feingold, 1992). Findings suggested that if an individual’s body image generates 
positive feelings they are more likely to have a good self-esteem. In contrast, individuals 
experiencing negative feelings in relation to body image may be at greater risk of having 
a low self-esteem. Such associations have been supported by a wealth of research 
identifying associations between low self esteem and negative body image (Cash, 
Winstead & Janda, 1986, Rosen & Ross, 1968). In addition, low self esteem is 
frequently experienced by eating disordered populations (Johnson & Conners, 1987), a 
population who also repeatedly report negative body attitudes, dissatisfaction with their 
appearance and negative self image (Fernandez-Aranda, Dahme & Meermann, 1999). 
Furthermore, prospective studies have identified low self esteem as being a risk factor in 
the development of eating disorders (Button, Sonuga-Barke, Davies & Thompson, 1996). 
Hence, there is evidence to support close links between body image and self esteem and 
it is known that negative body image and negative self esteem are also associated with 
eating disorders.
The risks o f negative body image
Individuals with a negative body image may therefore be at greater risk of experiencing 
low self-esteem and in some cases this may lead to disordered patterns of eating. Thus it 
is essential to explore factors that have the potential to influence body image as greater 
knowledge of the impact of such factors may affect the clinical management of eating 
disordered populations. Furthermore, investigations may help to identify naturally 
occurring risk factors within society or elements that offer individuals protection against
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the development of negative body image. In order to address these issues however, 
consideration must first be given to the theories that underpin the concept of body image.
Theories of body image disturbance
Theories of body image have largely been developed through research of populations 
with body image disturbance. Three groups of theories are found within the literature. 
They are perceptual, developmental and sociocultural theories. A brief description will 
be provided of perceptual and developmental theories but discussion will be drawn to 
sociocultural theories as they have a larger empirical research base and are more 
pertinent to the focus of this review.
Perceptual theories of body image disturbance
Perceptual theories of body image disturbance are concerned with the accuracy of an 
individual’s perception of size and they have sought to identify deficits or biases that may 
explain body image disturbance. To date research has evaluated cortical deficit 
(Thompson & Spana, 1991), adaptive failure (Crisp & Kalucy, 1974) and perceptual 
artifact theories (Penner, Thompson & Coovert, 1991) but further empirical research is 
needed to support the contribution of these theories to the body image disturbance 
literature (Heinberg, 1996).
Developmental theories of body image disturbance
Developmental theories, as the name suggests, are concerned with the relevance of 
experiences that occur throughout the childhood and adolescent developmental period. 
They encapsulate issues such as the onset of puberty (Thompson, 1992), the effects of 
teasing (Cattarin & Thompson, 1994) and the experience of sexual abuse (Pope & 
Hudson, 1992). Research of this kind has generally found support for the importance of 
developmental experiences in relation to body image however most studies have been 
correlational in nature.
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Sociocultural theories o f body image disturbance
Sociocultural theories are concerned with the impact of social or cultural ideals, 
experiences, pressures or expectations on body image disturbance. They consider the 
influence of a range of issues including culturally driven attitudes that women are 
beautiful if they are thin (Thompson, 1990) and men attractive if muscular (Baker, 1994). 
Further, those from feminine perspectives propose links between a woman’s social 
learning of physical attractiveness and self-esteem (Nagel & Jones, 1992). In addition, 
the media is suggested to have an influential role on body image, as it is often considered 
to portray beauty ideals of men and women (Mazur, 1986). Other theories however, have 
attempted to address the processes that explain how such factors may directly influence 
body image. These include social comparison theory, self-schema theory and self-ideal 
discrepancy theory.
Social comparison theory
Social comparison theory, developed by Festinger (1954), provides an explanation of 
how sociocultural factors may influence body image. It proposes that individuals have a 
need to evaluate their abilities and attitudes by accurate and objective means. However, 
when such means are unavailable, individuals draw social comparisons with others to 
achieve the aim of self-evaluation. Festinger (1954) identified two ways in which 
comparisons are drawn. The first known as ‘Upward Comparisons’, is when individuals 
compare themselves with others who are better than themselves. The second, termed 
‘Downwards Comparisons’, involves comparison to others who appear worse. It is 
proposed that it is the way in which and with whom such comparisons are drawn that can 
influence body image.
It is suggested that body image disturbance arises when there is a discrepancy between an 
individual’s perceived body image and that which they consider to be the ideal body 
(Fumham & Greaves, 1994). The further apart the two factors lie the greater the amount 
of self-criticism and the lower the level of self-esteem. Hence, according to social 
comparison theory, body image disturbance may arise when upward comparisons are 
made in relation to sociocultural factors such as thin media images. Such images may
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pertain to the ‘ideal body’ and when compared to an individual’s perceived body image, 
are likely to differ. This in turn may lead to self-criticism or thoughts of aspiring to 
attain an ‘ideal body’.
Self schema theory & self ideal discrepancy theory
Self-schema theory (Markus, 1977) also adds to our understanding of sociocultural 
influences on body image. It focuses on the way social information is processed and 
incorporated into an individual’s self-concept. The underlying theory rests on the 
assumption that individuals hold a mental representation of the self which develops as a 
result of self reflection, reflecting on the responses of others to themselves and reflecting 
on relevant social information. Myers and Biocca (1992) proposed that the mental 
representation of the self contains the concept of body image and they suggest that it is a 
concept that is constructed and capable of change if new material is introduced. Hence, 
they described body image as being unstable and having ‘elasticity’ and suggest that it 
can change in response to various factors including social cues, mood and environmental 
characteristics.
Myers and Biocca (1992) suggest that the construction of body image is dependent on 
three domains that are similar to those pertinent to social comparison theory (Festinger, 
1954). These are the ‘socially represented ideal body’, which includes ideals portrayed 
by media images, ‘the objective body’ and ‘the internalised ideal body’ which is a 
compromise between the ‘socially represented ideal body’ and the ‘objective body’. Self­
schema theory suggests that if the ‘objective body’ and the ‘internalised ideal body’ 
differ greatly, an individual will experience self-criticism and low self-esteem. This 
theory is similar to the ‘self-ideal discrepancy theory’ (Thompson, 1990) in that they both 
place emphasis on an individual’s tendency to make internal comparisons between an 
imagined ideal and their perceived appearance. Hence, rather than making social 
comparisons as in social comparison theory, both self schema theory and self discrepancy 
theory hypothesise that comparisons are made within the internal representation of the 
self. They suggest that sociocultural factors such as the media serve to increase the ‘self­
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ideal discrepancy’ (Thompson, 1990) by widening the gap between an individual’s 
perceived body and an ideal body to which they may aspire to possess.
The implications o f sociocultural theories
Self-schema theory and social comparison theory identify the mechanisms that may allow 
interaction between sociocultural factors and an individual’s body image. However, 
research evidence is required to demonstrate whether such factors can have short or long­
term consequences on body image. Studies to date have evaluated the impact of a range 
of sociocultural factors including family dynamics (Thelen & Cormier, 1995) and peer 
relationships (Oliver & Thenlen, 1996). However, discussion will focus on the impact of 
the media on body image.
The role o f the media
The media has been defined as a “form of communication that generates messages 
designed for a very large, heterogeneous and anonymous audience” (Harris, 1994). It can 
also be seen as a means of education, socialisation and entertainment. More recently 
however, it has been accused of generating social pressure and conveying inappropriate 
social norms (Mazur, 1986). It is said to ‘blur the boundaries between glorified fiction 
and reality’ (Freedman, 1986) as images that appear on the television or in magazines are 
often carefully modified using techniques such as airbrushing but perceived as realistic 
representations of individuals by media consumers (Lakoff & Scherr, 1984). 
Consequently, the media’s ability to affect the way men and women feel about the size 
and shape of their bodies has been brought into question.
M edia trends
Over the years, trends have emerged in the media’s portrayal of the male and female 
body. In general, studies report the body size of females to have reduced significantly 
over many decades (Silverstein, Peterson, & Purdue, 1986). A trend mirrored by Miss 
America beauty contestants from 1979 to 1988, where the weight’s of contestants fell 
from 13% to 19% below the weight expected for their height over that time period
222
Literature Review: A Review of the Impact of the Media on Body Image
(Wiseman, Gray, Mosimann & Ahren, 1992). However despite the ideal having become 
thinner, the average size of women has increased (Gamer et al, 1980).
Media images are also found to differ according to gender, with the female body being 
more likely to be portrayed as thin. An analysis of 33 television shows coded 69% of 
female characters as ‘thin’ compared with only 18% of male characters (Silverstein et al, 
1986). For men however, there has been increasing pressure to obtain a muscular 
physique (McAlpine, 1993). It is therefore of interest to establish whether such trends 
have influenced the emotions, perceptions and behaviour of media consumers.
The effects o f the media on body image
Research investigating the impact of the media on body image will be reviewed. 
Attention will focus on studies of non-eating disordered populations as additional 
variables may be implicated in the interaction between the media and body image in 
those with eating disorders. A summary of study findings is shown in Table 1. To date, 
many studies have concentrated on samples of female college students. Some have 
assessed the direct affects of the media under experimental conditions and others have 
examined associations between the types and frequencies of media consumption reported 
by individuals and their body satisfaction.
Experimental studies assessing media effects on females
Heinberg and Thompson (1995) investigated the effects of media images on 139 college- 
aged women. Participants were assigned to one of two conditions and were shown a 10 
minute tape of televised images. One group was exposed to an appearance-related tape 
which emphasised society’s ideals of thinness and attractiveness, whilst the second group 
viewed a non-appearance related tape. A range of measures was administered both prior 
to and following exposure to the tape. They included The Bulimia Cognitive Distortions 
Scale, which had a physical appearance subscale (BCDS; Schulman, Kinder, Powers, 
Prange, & Glenhom, 1986) and was used to measure body image disturbance, and The 
Societal Attitudes Towards Appearance Questionnaire (Heinberg, Thompson & Stormer,
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Table 1 A summary of experimental studies assessing the effects of the media 
on body image.
Study n Sample Procedures Outcomes
Heinberg & 
Thompson, 
1995
139 Female 
College aged
Viewed 10 minute 
appearance related or non 
appearance related tape
Increased depression, anger 
& appearance dissatisfaction 
following appearance 
related tape.
Myers & 
Biocca, 1992
76 Female students 
18-24 years
Viewed 30 minute body 
oriented (BO) or neutral 
tape
Decreased body 
overestimation and 
decreased depression 
following BO tape
Pinhas et al, 
1999
118 Female students Shown slides o f women 
models or slides with no 
people
Increased anger, hostility & 
depression following model 
slides. Vulnerability if body 
dissatisfaction previously 
high.
Martin & 
Kennedy, 
1993
144 Preadolescent 
and adolescent 
females
Shown pictures o f highly 
attractive models, 
moderately attractive 
models or pictures with no 
models
Comparisons made to 
models. Vulnerability to 
make comparisons if self 
esteem and self perceptions 
of attractiveness low
Kalonder,
1997
103 43 male & 60 
female 
17-40 years
Shown pictures o f either 
thin / attractive models or 
older men and women or 
children
Increased private self 
consciousness, state anxiety 
& body competence in 
females exposed to thin 
pictures
Grogan et al, 
1996
94 49 male & 45 
female 
17-32 years
Shown pictures of models 
or landscapes
Decreased body esteem in 
men and women following 
pictures o f models
Ogden & 
Mundray, 
1996
40 20 female & 20 
male
students, 19-25 
years
Cross-over design used to 
show pictures o f fat and thin 
people
Decreased body satisfaction 
in men and women 
following thin pictures. 
Increased body satisfaction 
in men and women 
following fat pictures.
1995), which measured awareness or acceptance of societal attitudes towards thinness 
and attractiveness.
The results showed that participants who had been exposed to the appearance related 
tape, reported greater levels of depression, anger and appearance dissatisfaction than 
those in the control condition. In addition, individuals with high body image disturbance
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or high awareness or acceptance of societal attitudes towards thinness were significantly 
less satisfied with their appearance if they had viewed the appearance-related tape. All 
participants who had viewed the neutral tape reported a decrease in appearance related 
dissatisfaction. Findings supported the hypothesis that the media can influence body 
image. In addition, they suggested that some individuals, such as those with high body 
image disturbance or high acceptance of societal attitudes towards thinness, may be more 
sensitive to the effects of the media. The findings were made more reliable by the use of 
both pre and post exposure measures. However, the study failed to address whether 
media influences are stable and constant over time.
A study of similar design evaluated the effects of the media on 76 female students aged 
between 18 and 24 years (Myers & Biocca, 1992). Participants were shown a thirty 
minute tape that was either body image orientated or neutral and they then completed 
mood assessment questionnaires and estimated their body size. Findings revealed 
different results to those obtained by Heinberg and Thompson (1995), as although most 
individuals overestimated their body size, those who had seen the body image orientated 
tape reported a reduction in body size overestimation and in levels of depression. Hence, 
body image oriented material had a positive effect on participants. However, the study 
can be criticised for failing to assess body image dissatisfaction directly and instead 
inferring it through body size estimation and depression levels. In addition, it failed to 
assess the long term consequences of exposure to such material.
Pinhas, Toner, Ali, Garfinkel and Stuckless (1999) examined the effects of the media on 
mood and body satisfaction. They asked 118 female students to complete a range of 
measures including the Eating Disorder Inventory (EDI; Gamer, Olmsted & Polivy, 
1983), The Profile of Mood States (POMS; MnNair, Lorr & Droppleman, 1971), the 
Body Parts Satisfaction Scale (BPSS; Berscheid, Walster & Bohmstedt, 1973) and the 
Rosenberg Self-Esteem Scale (RSES; Rosenberg, 1979). A week later half of the sample 
was shown slides of women models taken from common fashion magazines. The other 
half viewed slides containing no pictures of people. The POMS and the BPSS were then 
re-administered to all participants.
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The study demonstrated that it was possible for media images to have an immediate 
effect on female mood. Individuals who had viewed the slides of models reported 
significantly higher levels of anger, hostility and depression than those who had viewed 
neutral slides. Furthermore, there was a trend that suggested that individuals with higher 
baselines of body dissatisfaction were more vulnerable to the effects of media images. 
However, no evidence was found to suggest that media images influenced body 
satisfaction.
Martin and Kennedy (1993) assessed the impact of advertising on 144 preadolescent and 
adolescent girls. Participants completed a questionnaire assessing demographic 
information, media habits and extracurricular activities. In addition, they were exposed 
to one of three types of advertisements that contained highly attractive models, 
moderately attractive models or no models. Participants were asked to rate the 
advertisements on a variety of measures in addition to rating their self perceptions of 
physical attractiveness, self esteem and tendency to compare themselves with advertising 
models. They rated the attractiveness of models on a 7 point scale, which ranged from 
‘very ordinary looking’ to ‘very beautiful’. Self perceptions were measured using The 
Self Perception Profile for Children (SPPC; Harter, 1985) or The Self Perception Profile 
for Adolescents (SPPA; Harter, 1988), which are considered to minimise bias towards 
socially desirable responses.
Results showed a tendency for participants to compare themselves with models and this 
increased with age. Furthermore, this tendency was greater for those with lower self 
perceptions of physical attractiveness or lower self esteem. These findings supported the 
hypothesis that media images can have an impact on individuals and in turn suggested 
that processes identified by Social Comparison Theory (Festinger, 1954) may occur. 
However there was no evidence to suggest that the images affected body image as they 
were not associated with changes in self perceptions of physical attractiveness. The 
authors argued that a lack of effect on body image may have been due to the age 
discrepancy between the images of models and the participants as Festinger (1954) 
suggested that individuals like to compare themselves to similar others. Findings did
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however, show self perceptions of physical attractiveness to decrease with age indicating 
a possible tendency for individuals to become more self-aware with age.
The results of Martin and Kennedy’s (1993) study are not directly comparable with those 
previously outlined, as participants were of a lower age. In addition, participants were of 
an age where body image may have been at a crucial stage of development and may have 
been effected by pubertal changes. The study was also limited by the way in which it 
exposed media material. It presented the material and required participants to make 
several judgements about its content. This procedure may have encouraged participants 
to focus on the images for a longer amount of time than they may normally have done. 
Furthermore, it may have encouraged them to compare themselves with the images. The 
results may not therefore be a true and accurate reflection of the influences of day to day 
media exposure. In addition they do not add to understanding of its long term 
consequences.
Experimental studies assessing media effects on male and fem ales
A few studies have sought to investigate the effects of the media in samples of mixed 
gender. Kalonder (1997) examined the influence of the media on 43 male and 60 female 
(n=103) undergraduate psychology students. The sample was predominantly white with 
an age range of 17 to 40 years. Participants were randomly assigned to one of two groups 
and were given a set of photographs at which they were asked to glance. One group was 
given 12 magazine pictures with female participants receiving pictures of thin female 
models and males receiving pictures of attractive men. The second group was given 
pictures of older men and women, infants and children. Participants were then asked to 
complete The Self-Consciousness Scale (Fenigstein, Scheier & Buss, 1975), The Body 
Self-Consciousness Questionnaire (Miller, Murphy & Buss, 1981) and The State Trait 
Anxiety Inventory (Spielberger, Gorsuch, Lushene, Vagg, & Jacobs, 1983).
Results showed no significant differences between the two male groups. However, 
female participants who had been exposed to pictures of thin models were significantly 
effected. They reported higher levels of private self-consciousness, state anxiety and
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body competence. The finding of increased body competence was however unexpected. 
The authors attempted to explain this by suggesting that pictures of thin models may have 
acted as motivators to the participants, hence generating a greater sense of competence.
The study’s focus on brief exposure to media images was positive in that exposure was 
more consistent with the way in which individuals are exposed to the media in reality. 
However, the study failed to gain baseline measures of self consciousness, body self- 
consciousness or anxiety. In addition, the sample was from a small college with an 
active athletics programme particularly aimed at men and this may in some way have 
buffered men from the effects of the media. Furthermore, findings do not necessarily 
generalise to other samples and the long term effects of exposure to such images remain 
unclear.
Grogan, Williams and Conner (1996) also evaluated the effects of the media in a mixed 
gender sample. They assessed the body esteem of 49 men and 45 women aged between 
17 and 32 years. Participants were divided into two groups, were asked to view some 
pictures and the measure of body esteem re-administered. One group was exposed to 
pictures of same gender photographic models whilst the second was shown pictures of 
landscapes. Findings showed that females scored significantly lower on the body esteem 
scale than males irrespective of the types of images they had seen. However, both men 
and women who had been exposed to pictures of models showed a significant decrease in 
body esteem scores whilst those in the control condition showed no change. Findings 
therefore suggested that in the short term both men and women could feel worse about 
the way they look after seeing pictures of models. This finding was not completely 
supported by Kalonder (1997) as she only found effects amongst female participants. 
However, it is unclear whether these effects are sustained over longer time periods.
A further study to assess media effects in both men and women was undertaken by 
Ogden and Mundray (1996). They recruited forty students (20 male and 20 female) aged 
between 19 and 25 years and assessed body satisfaction and body size estimation prior to 
and following the presentation of thin or fat gender matched pictures. Both sets of
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pictures were presented to all participants but the order of presentation was 
counterbalanced across the sample. The time between the two presentations ranged from 
4 to 10 days.
In general, findings showed men to report higher levels of body satisfaction than women. 
In spite of this, all participants reported deterioration in body satisfaction following 
exposure to pictures of thin individuals and improvement in response to fat individuals. 
However a gender difference noted that women showed greater improvements and 
greater deterioration than males when exposed to fat and thin images. The findings 
support the view that men too, may be effected by the media but suggest that women may 
be more sensitive to such influences. The study was limited by a relatively small sample 
size and a design that did not permit the evaluation of long term effects. However, it did 
demonstrate that media images could have positive effects on body satisfaction, a finding 
that has mainly been absent from the literature.
Studies assessing patterns o f media consumption and body image
Several studies have evaluated media effects by assessing the associations between 
patterns of media consumption and body satisfaction. Tiggeman and Pickering (1996) 
considered the effects of a week’s exposure to television on body image dissatisfaction 
and drive for thinness in high school females. They found that the frequency of 
television exposure did not correlated with either body dissatisfaction or drive for 
thinness. However, they demonstrated associations between specific types of television 
programmes.
Exposure to soaps and movies was found to predict body dissatisfaction and exposure to 
music videos predicted a drive for thinness. Conversely, time spent watching sport was 
negatively correlated with body image dissatisfaction, indicating a positive influence. 
However, findings relied on correlation analysis and hence causality could not be proven 
nor could the direction of association between such variables be predicted. Furthermore, 
patterns may have been a reflection of the viewing biases of individuals with lower body 
satisfaction. Findings are also limited by a failure to assess body dissatisfaction prior to
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the week’s viewing. Furthermore, the cumulative impact of television viewing is not 
considered and such effects remain unknown. On a more positive note, the study 
identified a need to consider that the type of programme people watch may be more 
influential than the length of exposure time.
Less reliable studies have used surveys to assess the impact of the media on body image. 
Gamer (1997) surveyed 3452 women and asked them about the way the media had 
affected their body image. Of those who responded, 23% stated that television or movie 
celebrities had influenced their body image when they were younger and 22% reported to 
have been influenced by fashion magazine models. Then (1992) found that 68% of 
university students felt worse about their physical appearance after reading women’s 
magazines and 33% of females stated that fashion adverts made them feel less satisfied 
about their appearance. However, such reports merely imply that the media can cause 
changes in body satisfaction but do not provide empirical evidence.
Summary of research findings
Research assessing the impact of the media on body image has generated mixed results 
(See Table. 1.). The general trends however, support the hypothesis that the media can 
influence body image and mood in the short term. Furthermore, despite a general bias for 
women to report lower levels of satisfaction with their bodies, men too can be influenced 
by media images. There is also evidence to suggest that factors such as low self-esteem 
and high body image disturbance may increase vulnerability to media effects in women. 
Hence, clinicians should be aware that women with eating disorders who have low self­
esteem and high body image disturbance may be more susceptible to negative media 
effects. Some suggest that protective cognitive strategies should be investigated further 
so that they can be taught to those who are more vulnerable to negative media effects 
(Heinberg & Thompson, 1995).
In contrast, some studies have demonstrated that exposure to media images can have 
positive short term effects. In particular, body satisfaction was seen to increase in men 
and women when they were shown pictures of overweight models (Ogden & Mundray,
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1996). However, the ability to generalise these and other findings to real life scenarios 
and hence, predict the general ability for the media to effect individuals on a day to day 
basis, remains questionable. In addition, more research is required to establish whether 
the use of overweigh images would prove useful in clinical work with eating disordered 
populations.
The methodologies adopted by most studies fail to examine the link between theory and 
practice and hence do not investigate the processes that may underpin associations 
between the media and eating disorders. Many studies also focus on samples of young 
adults and effects may differ with age. In general, findings leave doubts about whether 
the media has a causal role in the development and maintenance of eating disorders.
Conclusions and recommendations for further research
Further research is required to establish the potential long term effects of the media on 
body image. Knowledge must also be developed in relation to the psychological 
processes that underpin these interactions. However, the media is merely one 
sociocultural factor that may effect body image. It is likely that many other factors are 
implicated in changes to an individual’s body image. The cumulative effects and 
interactions between such factors require further research attention.
To date there has also been a lack of research on minority or special populations. Further 
studies are needed to establish whether the media and other sociocultural factors 
influence the development and maintenance of body image in these populations. It is also 
important to establish whether underlying theories such as ‘social comparison theory’ 
(Festinger, 1954) and ‘self schema theory’ (Markus, 1977) are appropriate and relevant to 
other populations.
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1.0 Abstract
This study explored the concept of body image in women with mild learning disabilities. 
It employed a qualitative research methodology, Interpretative Phenomenological 
Analysis (Smith, 1996), to elicit their in-depth personal accounts and experiences. The 
sample consisted of ten women with mild learning disabilities who ranged from 27 years 
to 61 years of age. Participants were interviewed using a semi-structured interview 
schedule, interviews were then transcribed verbatim and served as raw data for the 
analysis. Analysis revealed that the women in this study shared a number of similarities 
with women in the general population in relation to the way they viewed their bodies. 
Themes indicated that they experienced pressures to be thin and had preoccupations with 
weight loss. Furthermore, socio-cultural influences including those emanating from the 
women’s families appeared to have an impact on these pressures and preoccupations. A 
small subgroup of four women were however able to disregard the pressures to be thin 
and accept their bodies or respond to the pressures by dieting and losing weight and then 
express happiness with their new shapes. Themes were considered in relation to the body 
image and learning disability literatures. In addition, methodological issues and the 
challenges of undertaking research with learning disabled populations were discussed 
together with the clinical implications of the study and directions for future research.
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2.0 Introduction
Over the years there has been a growing body of research on the concept of body image 
in the general population (Grogan, 1999). A recent review of the literature contained 
within the present volume outlined some of the theories that inform the body image 
literature and summarised factors thought to be influential in its development and 
maintenance (Probert, 2000). The review was primarily concerned with examining the 
impact of the media on body image and concluded that it was possible for the media to 
have short-term positive or negative effects on body image. However, the ability to 
generalise such findings to other populations remains largely unknown, as do the factors 
that influence the development and maintenance of body image in other populations. In 
particular, women with learning disabilities have been identified as a population who 
have been largely overlooked (McCarthy, 1998).
To begin to examine the concept of body image in women with learning disabilities and 
its clinical relevance, a general overview of the body image literature will be presented 
together with its significance to clinical disturbance. Available literature on body image 
in learning disabled populations will also be introduced and factors relevant to the 
development of body image in this population will be discussed. Emerging research aims 
will subsequently be outlined.
2.1 Definitions of body image
Body image has been defined as ‘the picture we have in our minds of the size, shape and 
form of our bodies; and includes our feelings concerning these characteristics and our 
constituent body parts’ (Slade, 1988). It is a multifaceted concept, incorporating 
perceptions, feelings, thoughts, attitudes and actions in relation to our bodies and their 
appearance (Cash & Pruzinsky, 1990). It is an important aspect of the way we view 
ourselves and can be interpreted as representing the ‘view from the inside’ (Cash, 1990).
2.2 Body image development
Research examining the concept of body image describes it as having ‘perceptual 
components’ and ‘attitudinal components’ (Slade, 1994). The former being concerned 
with the way individuals estimate body size and the latter representing an individual’s
239
Major Research Project: Introduction
feelings, thoughts and attitudes towards their body. Attitudinal components in particular, 
are considered to be susceptible to a number of cultural, social, familial and cognitive 
influences. In turn these are thought to contribute to the way in which body image 
develops (Slade, 1994, Haworth-Hoeppner, 2000).
A number of studies have investigated the factors thought to influence the development 
of body image. Schwartz, Phares, Tantleff-Dunn and Thompson (1999) examined the 
effects of parental teasing and appearance related feedback on the body image of 114 
male and 139 females. They administered the Perception of Teasing Scale (Thompson, 
Cattarin, Fowler & Fisher, 1995), the Feedback on Physical Appearance Scale (Tantleff- 
Dunn, Thompson & Dunn, 1995), the Multidimensional Body-Self Relations 
Questionnaire (Brown, Cash & Mikulka, 1990) and the Brief Symptom Inventory 
(Derogatis & Spencer, 1982). The authors found a significant relationship between 
parental feedback and the attitudes that women held towards their bodies. Greater levels 
of feedback were associated with lower levels of body satisfaction, which was indicative 
of poorer body image. However, the study was limited by its reliance on participants’ 
abilities to rate parental feedback retrospectively and body dissatisfaction may have led to 
a bias towards the recall of negative feedback.
The impact of cultural factors on the development of body image has also been 
considered. Lake, Staiger and Glowinski (2000) examined the effects of Western culture 
on women’s attitudes to eating and their perceptions of actual and ideal body shape. 
They administered the Eating Attitudes Test (EAT; Gamer & Garfinkel, 1979) and the 
Figure Rating Scale (FRS; Thompson & Altabe, 1991) to 98 Australian and 42 Hong 
Kong bom students at two Australian Universities. The authors found significant 
differences between the groups in relation to body shape preferences, with Australian 
bom participants reporting higher levels of dissatisfaction with their bodies than Hong 
Kong bom participants. However, no differences were observed in relation to eating 
attitudes across cultures. One interpretation of this finding was that the EAT may not 
have been sufficiently culturally sensitive. Nevertheless, findings suggested that cultural 
factors were influential in the development of body image.
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A recent review of the literature also found evidence to suggest that the media could have 
short term effects on body image (Probert, 2000). Hence a range of factors may be 
implicated in the development of body image. Theories that attempt to explain how such 
factors may contribute to and shape body image will now be outlined.
2.3 Theories that inform the body image literature.
Social comparison theory (Festinger, 1954), self schema theory (Markus, 1977) and self 
ideal discrepancy theory (Thompson, 1990) provide frameworks to explain how social 
and cultural information can be processed and incorporated into an individual’s attitudes 
about their body and hence influence body image. These theories were detailed in the 
literature review of the impact of the media on body image, contained within the present 
volume (Probert, 2000). In summary, they are concerned with the way individuals 
evaluate their abilities and attitudes by comparing themselves either to those worse off 
(‘downward comparisons’) or better off (‘upward comparisons’) than themselves. 
Negative body image is suggested to arise when a discrepancy exists between an 
individual’s perceived body image and that which they consider to be an ideal body. This 
is most likely to occur following upward comparisons as they may lead to self-criticism 
and low self esteem (Fumham & Greaves, 1994).
2.4 Slade’s (1994) model of body image
Slade (1994) attempted to assimilate the findings from the body image literature to 
develop a model o f body image. The model, shown in Figure 1, was described as a 
‘loose mental representation of the body’ and depicted seven interrelated factors thought 
to be influential in the development and maintenance of body image. Factors comprised 
of an individual’s history of sensory input, which might include visual or tactile 
information on their size or appearance of their body over time, their history of weight 
change and their individual psychopathology. In addition, individual attitudes to weight 
and shape, cognitive and affective variables, cultural and social norms and biological 
variables such as the stage of the menstrual cycle and basal metabolic rate were 
considered to be influential. Slade (1994) summarised the model as providing a 
framework within which the influence of historical, social, cultural, biological and 
individual factors on body image could be understood. However, the relevance of such
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factors to the body image of learning disabled individuals remains largely unknown, as 
do the processes which may underpin the interactions between the factors in such 
populations.
Figure 1. Slade’s (1994) model of factors influencing the development & 
manifestation of body image.
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2.5 The clinical relevance of the body image literature
The body image literature is of clinical relevance because negative body image, the 
possession of negative feelings, thoughts, perceptions or attitudes about one’s body, 
carries a number of associated risks. It can lead to feelings of low self esteem (Cash, 
Winstead & Janda, 1986, Rosen & Ross, 1968) and these in turn are known risk factors 
for the development of eating disorders (Button, Sonuga-Barke, Davies & Thompson, 
1996). In some cases, negative body image may lead to a disruption in eating patterns, 
which in turn may result in negative consequences such as excessive weight loss or eating 
disorders (Femandez-Aranda, Dahme & Meermann, 1999).
Body image dissatisfaction has been associated with restrictive eating behaviour in 
children as young as 7 years old. Kostanski & Gullone (1999) administered a series of
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self report measures including the children’s version of the Eating Attitudes Test 
(ChEAT; Maloney, McGuire, Daniels & Specker, 1989) and the Figure Rating Scale 
(Collins, 1991) to 431 Australian primary school children. They found that children had 
a clear understanding of dieting and 23% had engaged in dieting behaviours. Although 
many children appeared to attribute dieting to desires to eat healthily, hopes of losing 
weight were expressed. Further, body-image dissatisfaction and dieting were significantly 
correlated. The study was limited however by failing to assess levels of self-esteem or 
factors associated with parental role modelling.
Bunnell, Cooper, Hertz and Shenker (1992) compared body shape dissatisfaction in a 
female clinical sample of 27 anorectic, 13 bulimic, 26 subclinical anorectic and 15 
subclinical bulimic participants to 88 female high students. Subclinical groups comprised 
of individuals who failed to meet one or more DSM III-R diagnostic criteria (APA, 
1987). Participants were all under 19 years of age and completed the Eating Attitudes 
Test (Gamer, Olmstead, Bohr & Garfinkel, 1982) and the Body Shape Questionnaire 
(Cooper, Taylor, Cooper & Fairbum, 1987). Although findings revealed that body shape 
concerns were not restricted to eating disordered populations, higher levels of body 
dissatisfaction were found in the clinical groups, with significantly higher scores being 
reported by bulimic participants.
2.6 The measurement of body image
Much research into body image and eating patterns in the general population has focused 
on the development of standardised, reliable and valid instruments that help facilitate 
screening for clinical disturbance (Cash & Labarge, 1996; Cash & Szymanski, 1995). A 
range of measures exists that are often categorised according to the types of factors that 
they claim to measure. They include perceptual measures that are concerned with the 
accuracy of body size estimations and subjective measures that assess the feelings or 
attitudes that individuals have about their bodies. More recently however, the validity of 
drawing such distinctions has been questioned due to an overlap in the factors that they 
are thought to measure (Thompson, Altabe, Johnson & Stormer, 1994). A brief summary 
will follow on a selection of subjective measures of body image.
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Figurai or silhouette measures claim to subjectively assess body dissatisfaction. They 
consist of a set of male or female figure drawings ranging from underweight to 
overweight in size. When administered an individual is asked to rate their current size 
and their ideal size and the discrepancy between the two is calculated as a measure of 
body dissatisfaction (Thompson, 1995). Although they are often categorised as subjective 
body image measures (Thompson, 1995), the scales rely on an individual’s ability to 
accurately perceive their current body size. There are over twenty such scales, with the 
Contour Drawing Rating Scale being one of the most recently developed (Thompson & 
Gray, 1995). This scale was validated on 51 female undergraduate students and is 
considered to have good reliability, test-retest reliability and validity. In addition, the 
figures presented improve on those used in other scales, as there are consistent size 
differences between figures and more accurately defined bodily features. However, 
Gardner, Friedman and Jackson (1998) criticise the measure for being too crude and 
suggest that future measures should be based on a continuous scale with silhouettes at 
end points to act as anchors.
Also noteworthy, is that responses to figurai measures differ according to the wording of 
instructions. Thompson (1992) found that current size rating based on an ‘affective’ 
instruction such as ‘what do you feel you look like?’ were larger than ratings based on a 
‘cognitive’ instruction such as ‘how do you think you look?’. Such distinctions may 
however be useful from a clinical perspective (Thompson, 1995).
A number of questionnaires also exist that assess a range of subjective characteristics 
associated with body image. The Body Dissatisfaction Scale of the Eating Disorder 
Inventory (Gamer, Olmsted & Polivy, 1983) asks individuals to rate their level of 
agreement with nine statements about different body parts using a 6 point scale. It was 
standardised on a sample of 113 female anorexics and 577 female controls and was 
shown to have good reliability (Gamer et al, 1983). Similarly, the Body Areas 
Satisfaction Scale of the Multidimensional Body Self Relations Questionnaire (Brown et 
al, 1990) also assesses satisfaction with specific areas of the body. A factor analysis 
study of 1064 females and 988 males has shown it to be a reliable and valid measure. The 
Appearance Schemas Inventory (Cash & Labarge, 1996) is designed to assess
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assumptions about the meaning, importance and effects of appearance. Individuals are 
required to indicate on a 5-point scale the degree to which they agree with 14 appearance 
related statements. The inventory was standardised on a sample of 274 female college 
students and was reported to be a reliable and valid measure (Cash & Labarge, 1996).
Other questionnaires include the Body Shape Questionnaire (Cooper et al, 1987), a 34- 
item scale designed to assess concern with body shape and the Body Image Ideals 
Questionnaire. A 29-item scale that evaluates the discrepancy between perceived and 
ideal physical characteristics, multiple physical attributes and the importance of and 
investment in physical standards. Many more measures o f body image exist that have 
been used in general and eating disordered populations. However, it is not clear whether 
such measures are appropriate to the assessment of body image in learning disabled 
populations as little is known about the way such individuals think and feel about their 
bodies (McCarthy, 1998). Discussion will follow as to why these issues are of clinical 
relevance.
2.7 The clinical relevance of body image in learning disabled populations
There has been a recent recognition that learning disabled populations may experience a 
range of mental health difficulties such as depression and anxiety (Heath & Ross, 2000; 
Sayal & Bernard, 1998). Interest has also grown in other mental health difficulties found 
in this population including eating disorders (Gavestock, 2000). To date however, little 
research has been undertaken into either the development or maintenance of body image 
in those with learning disabilities, further, it is unclear whether associations exist between 
body image and eating disorders in this population. In addition, it is not presently known 
whether factors that are thought to contribute to the development and maintenance of 
body image in normal and eating disordered populations are equally significant to 
individuals with learning disabilities.
Recent studies of eating patterns and body image in those with learning disabilities have 
assumed that the concept of body image is developed, influenced and maintained in the 
same way as it is in the general population (Hill, 1999; Johnstone, 2001). The validity of 
such assumptions has yet to be tested. It is therefore essential that clinicians develop an
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understanding of what people with learning disabilities think and feel about their bodies. 
Particularly as research is emerging that confirms the prevalence of eating disorders in 
this population.
2.8 Eating disorders in people with learning disabilities
A wealth of research has been undertaken on eating disorders, body image, nutrition, 
dieting and weight related health issues in the general population (Grogan, 1999). Only 
recently has interest grown in the extent to which these issues are relevant to learning 
disabled populations (Gravestock, 2000). To date, anorexia nervosa, binge eating 
disorder, food refusal and pica are but some of the disorders that have been identified in 
this population (Gravestock, 2000). A recent review of eating disorders in adults with 
intellectual disability stated that overall prevalence rates for eating disorders ranged from 
3 - 42% and 1 -19% in institutionalised and community adult learning disability samples 
respectively (Gravestock, 2000). The majority of research that has examined eating 
disorders in more depth however, has been of a single case study design. Three such 
studies will now be outlined.
Cottrell and Crisp (1984) presented a case of anorexia nervosa in a 35 year old woman 
with Down’s syndrome. The individual complained of being unable to swallow but it 
was later apparent that she could swallow but was fussy about her food, induced vomiting 
and insisted that she was overweight despite marked weight loss. Events of significance 
that had occurred prior to weight loss included the loss o f her grandmother through a 
terminal illness, the loss of an uncle, the loss of a friend and the retirement of her father. 
In addition, the Social Education Centre where she been attending had been promoting 
independence and giving advice on becoming more attractive, which included 
information on losing weight. The individual had also recently acquired a boyfriend. In­
patient treatment was offered which included bed rest, re-feeding and individual, parental 
and familial psychotherapy. Normal body weight and menstruation functioning was 
subsequently resorted. However, the study failed to comment on the individual’s body 
image or self esteem and appeared to make no attempt to assess these either through the 
context of an interview or by administering standardised psychometric measures.
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Thomas (1994) also presented a case of a 35-year-old woman with a history of anorexia 
nervosa. She had experienced three episodes of weight loss, the first of which had 
occurred at the age of 25 years. Prior to the most recent episode, she had gradually 
avoided eating starchy and fatty foods and instead ate small amounts of salad. She 
induced vomiting if persuaded to eat and stated that her waist and thighs were fat despite 
having a low body weight. She also stated that she wanted to be like models and was 
preoccupied with looking at pictures of them in magazines. Her sister-in-law, who had 
previously won beauty contests, was thought to have been influential in relation to make 
up and dressing. The individual herself had also reached the local beauty contest finals. 
Treatment followed a behavioural and supportive framework and weight gain was 
subsequently achieved. Thomas (1994) concluded that anorexia nervosa was under­
diagnosed in people with severe learning disabilities, perhaps due to the fact that not all 
cases present with all of the diagnostic criteria. Further he stated that some individuals 
might be unable to express features such as body image distortion, a point also raised by 
Morgan (1989) in a case study of Down’s syndrome, insulinoma and anorexia. In 
addition Thomas (1994) suggested that in some cases symptoms o f anorexia nervosa may 
be misinterpreted as ‘attention seeking’ behaviours, an assumption also identified by 
Szymanski and Biederman (1984). The study did however, fail to present the IQ of the 
individual discussed and instead implied that she had severe learning disabilities. Suresh 
(1994) pointed out that her level of functioning appeared inconsistent with that of 
someone with severe learning disabilities. In addition, Suresh (1994) criticised the 
diagnosis of anorexia nervosa stating that the weight of the individual was not much less 
than the average weight that would be expected for her age and height.
One of three cases presented by Szymanski and Biederman (1984) was o f a 33-year-old 
woman with Down’s syndrome and moderate learning disabilities. She had a history of 
obesity in adolescence and presented with extreme weight loss. Her food consumption 
had reduced considerably, she became amenorrheic and she was diagnosed with anorexia 
nervosa. In addition, she experienced depressive symptoms that included withdrawal, 
passivity and tearfulness. She was treated with a combination of individual therapy, 
behaviour modification and medication, and weight eventually stabilised over time.
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However, the authors failed to expand on the role of body image or self esteem in the 
development and maintenance of her difficulties.
With the knowledge that eating disorders exist, it is essential to develop a greater 
understanding of the factors that may contribute to their development and maintenance in 
learning disabled populations. Such knowledge would facilitate screening for clinical 
disturbance and contribute to the development of intervention programmes. At present, 
little is known about the impact of eating disorders on the weight, mental health, physical 
health or social functioning of learning disabled individuals (Gravestock, 2000). 
Furthermore, the role that body image may play in such disorders has yet to be tested. 
Likewise, the construction of the body image concept in individuals with learning 
disabilities and its susceptibility to internal or external influences, including those 
identified in Slade’s model (1994) remains unknown. Discussion will now outline some 
of the factors that may be relevant to the way individuals with learning disabilities think 
and feel about their bodies.
2.9 Characteristics of learning disabled populations
By definition, individuals with learning disabilities have an IQ of 70 or less from 
childhood, together with reduced social functioning and lower adaptive skills that persist 
into adulthood (Mental Health Foundation, 1993). In addition, certain types of learning 
disabilities, the most common of which being Down’s Syndrome (Mental Health 
Foundation, 1993), are associated with physical appearances that differ from societal 
norms. As a population therefore, they are often faced with coping with intellectual and 
physical difference and at times may be perceived as belonging to a stigmatised social 
category (Finlay & Lyons, 2000). It would be of interest to establish whether they are 
vulnerable to further stigmatisation on the basis of their body shape or appearance and to 
determine if  they think others may judge them on the grounds of their appearance.
2.10 Learning disabilities, stigma and self-esteem
Szivos-Bach (1993) examined stigma, self-esteem and social comparisons in 50 students 
with mild learning disabilities (20 were women). Participants completed an extended 
interview and a range of measures including a social comparison test, a stigma
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questionnaire and an aspirations and expectations questionnaire. The author found that 
students who perceived the most stigma had the lowest self esteem and felt they were 
least likely to fulfil their aspirations. Findings therefore suggested that belonging to a 
stigmatised social group may pose additional risks of experiencing low self-esteem. In 
turn low self esteem is a know contributor to the development of negative body image 
and eating disorders (Button et al, 1996). However, the study was limited by its lack of a 
control group and further research is required to establish the relevance of such factors in 
relation to the development and maintenance of body image in learning disabled 
populations.
2.11 Learning disabilities social identity and social comparison
Taifel and Turner (1979) stated that social identity theory also predicts that belonging to a 
stigmatised or devalued social category can have a negative impact on self-esteem and 
self-definition. Stigmatised social groups, including those with learning disabilities 
(Jahoda, Markova, & Cattermole, 1988), have however, been shown to adopt strategies to 
restore their self-esteem in some instances. The impact of such strategies on the 
development and maintenance of body image is therefore of interest.
The development o f a social identity is dependent on comparing one’s own social group 
with another (Turner, 1985) and it may become negative if comparisons are drawn to 
higher status groups. However, social comparison theory (Festinger, 1954) suggests that 
people choose with whom to compare themselves and that these choices need not 
necessarily be based on accurate perceptions of themselves or others. Comparisons with 
others perceived as worse off may promote a sense of well being (Gibbons, 1986).
Research suggests that these theories hold in learning disabled populations. One 
qualitative study interviewed 33 individuals with learning disabilities about their social 
world (Finlay & Lyons, 2000). Interviews were structured by the use of an interview 
schedule that contained open-ended questions on a range of issues including self­
descriptions, reflected appraisals and social comparisons. Content analysis found 
positive views o f the social world to be portrayed during the interviews. Participants 
tended not to reflect themselves as representing members of a learning disabled category
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but instead emphasised their similarities with non learning disabled individuals and did 
not make intergroup comparisons based on a learning disabled categorisation. Further, 
they emphasised small groups of people with learning disabilities who were less able than 
themselves for instance by saying ‘well I can talk and some of them can’t talk’. In 
addition, they did not make upward comparisons on attributes relevant to learning 
disabled categorisation. Essentially, they demonstrated a potential to preserve a sense of 
well being through their choices of social comparison. It is unclear however, whether 
these strategies may impact on their concept of body image or whether they may serve as 
buffers.
2.12 Body image in people with learning disabilities
To date little attention has been paid to the concept of body image in people with learning 
disabilities. Qualitative research on pressures and control for woman with mild to 
moderate learning disabilities was however undertaken by McCarthy (1998). She 
interviewed 17 white, British women aged between 19 and 55 years over a three-year 
period. Participants were verbally articulate enough to speak about their experiences and 
were interviewed in the context of ongoing sessions aimed at providing education and 
support in relation to personal and sexual matters. Consequently, the author was able to 
offer support and advice to participants who became distressed as a result of the 
discussions. A number of guidelines were followed to facilitate discussion during the 
interviews. These included establishing a good rapport and limiting the use of questions 
that encouraged acquiescence (tendency to answer yes regardless of the question). 
Furthermore, although the use of open ended questions is recommended (Wyngaarden, 
1981), the author was mindful of the fact that such questions do not always facilitate free 
flowing discussion with people with learning disabilities (Booth & Booth, 1994) and on 
occasions she used prompting questions. The study found that the women had difficulties 
identifying positive aspects of their bodies but found it easier to talk about factors they 
disliked. In addition some participants expressed wishes to change parts of their bodies, 
the most common wish being to lose weight. Furthermore, some participants revealed 
that decisions about their weight were controlled or influenced by staff members.
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McCarthy’s (1998) study was an initial step towards developing a greater understanding 
of the way individuals with learning disabilities view themselves. Further research is 
needed to build on these findings to establish other factors that are relevant to the way 
women with learning disabilities think and feel about their bodies.
2.13 Summary
A number of key questions yet to be addressed on body image in learning disabled 
populations have been outlined. In summary, current knowledge on the factors that 
influence the development and maintenance of body image in learning disabled 
individuals remains limited. Consequently the appropriateness of generalising current 
theoretical knowledge on body image including Slade’s model of body image (1994) to 
learning disabled populations remains unclear. Associations between body image and 
eating patterns in this population have also yet to be fully explored and the importance of 
the concept of body image to individuals with learning disabilities remains unknown. 
Such questions require further investigation using qualitative approaches that enable 
investigators to explore the perspectives of participants in depth.
2.14 The present study
Qualitative approaches have been successfully used with participants with learning 
disabilities, for example, in relation to their concepts of social identity (Finlay & Lyons,
1998) and sense of control over their physical appearance (McCarthy, 1998). A number 
of useful lessons can also be learnt from these studies in relation to interviewing 
individuals with learning disabilities. A qualitative approach was adopted in the current 
study to provide a greater understanding of the way in which body image is experienced 
by learning disabled women. In addition, it was hoped that this would demonstrate the 
value of listening to the perspectives of those with learning disabilities when attempting 
to understand their clinical needs.
251
Major Research Project; Aims of the Study
3.0 Aims of the Study
1. The study sought to explore the way in which body image was experienced by 
women with learning disabilities by identifying important themes that emerged from 
interviews.
2. The study sought to consider how the women’s experience of body image could be 
understood in relation to the existing literature on body image and learning 
disabilities.
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4.0 Method
4.1. Research design
4.1.1. Rationale for research methodology
Research design should incorporate methods and procedures that reflect the nature of a 
research question (Turpin, Barley, Beail, Scaife, Slade, Smith & Walsh, 1997). This 
research was concerned with understanding the perspectives of individuals with learning 
disabilities in relation to body image. It sought to capture detailed individual accounts on 
this subject from a small number of participants. Qualitative research methods were 
therefore considered to be most appropriate. Their use has become increasingly more 
popular in psychological research (Elliott, Fischer & Rennie, 1999) and more specifically 
within the field of Clinical Psychology (Smith, 1996). They originate from non- 
positivistic approaches to human behaviour and aim to explore, understand and describe 
in depth personal accounts and experiences of individuals by interpreting and structuring 
verbal material to provide a sense of meaning. Qualitative methods are particularly 
useful in understanding topics that have been under-researched (Smith, 1996) as they are 
able to elicit rich information and provide a framework for the generation of new 
theoretical perspectives (Turpin et al, 1997). They were especially suitable for this study, 
as views on the concept of body image in learning disabled populations remain largely 
unknown. Given the exploratory nature of this research and the population under 
investigation, interpretative phenomenological analysis (IPA) was the preferred method 
of qualitative analysis.
IPA was considered to be a suitable methodology as the author considered it possible to 
have to be more interpretative of the participants responses due the prevalence of 
communication difficulties in learning disabled populations (Finlay & Lyons, In Press). 
Hence, it was of paramount importance to adopt a research methodology that was 
sensitive to the perspectives and interpretations of the researcher.
4.1.2. Description of interpretative phenomenological analysis
IPA is a qualitative approach that draws on two theoretical frameworks, these being 
phenomenology and symbolic interactionism (Smith, 1996). Phenomenological
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psychology recognises the importance of an individual’s ‘personal perceptions or 
accounts of objects or events’ rather than their ‘objective statements’ about objects or 
events (Smith, 1996). Symbolic interactionism is concerned with the manner in which 
individuals interpret and attach meaning to events or objects and the social context in 
which these processes occur (Smith, 1996).
IPA is ‘phenomenological’ as it attempts to ‘explore the participant’s view of the world 
and to adopt, as far as possible, an “insider’s perspective” (Conrad, 1987) of the 
phenomenon under study’ (Smith, 1996). In addition, it acknowledges that the 
researcher’s own conceptions and interpretations play an essential role in understanding 
the participant’s viewpoint (Smith, 1996). Hence, IPA has a dual commitment to 
exploring individual accounts, whilst acknowledging the impact of the researcher’s 
perspective. Research findings can therefore be described as being a co-construction 
between participants and researcher (Osborn & Smith, 1998).
When adopting IPA, researchers aim to encourage participants to share their views, in 
their own words, about the subject under scrutiny (Smith, Flowers & Osborn, 1997). 
This information is gathered using a semi-structured interview and is later transcribed. 
Transcripts are then analysed using an idiographic approach that reflects on their 
phenomenological content and acknowledges the conceptions of the researcher (Smith, 
Jarman & Osborn, 1999). A series of themes are identified that are considered to 
summarise meaning within transcripts and these are then considered in relation to 
existing literature.
IPA and other qualitative methods including Grounded Theory (Glaser & Strauss, 1967), 
provide a mechanism for structuring qualitative data into a set of theoretical outcomes 
(Pidgeon, Turner & Blockley, 1991). However, grounded theory has been criticised for 
assuming that the researcher’s prior conceptions have no bearing on the ability to provide 
‘true’ accounts of participant’s experiences (Charmaz, 1990). Hence, the strengths of 
IPA are in its recognition of the researcher’s perspective and their corresponding set of 
‘sensitising concepts’. In this research, the researcher’s perspective was influenced by 
‘sensitising concepts’ from body image theory, social comparison theory and the
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literature on eating disorders. The emergent themes were then related back to these 
existing theoretical concepts as is suggested by guidelines on qualitative research (Turpin 
et al, 1997, Elliott et al, 1999).
The overall focus of the analysis was based on two recommendations proposed by 
Henwood and Pidgeon (1995) in relation to qualitative research. These were to compile 
and classify the relevant features within the data set and to produce a ‘focused conceptual 
development’ by examining a subset of particularly relevant categories in depth.
4.2. Instruments used in the study
4,2.1. Constructing the interview schedule
An interview schedule (Appendix 1) was used to elicit the personal perspectives of 
research participants and facilitate discussion during semi-structured interviews. It was 
constructed in accordance with suggestions outlined by Smith (1995). These included 
using existing literature to identify broad themes for the interview schedule, avoiding 
jargon, using neutral open questions and sequencing questions in a logical order so that 
more sensitive questions occur later in the interview. Points raised by McCarthy (1998) in 
relation to qualitative research with learning disabled participants were also incorporated 
(see section 2.12).
The schedule began with questions about general issues on accommodation, family and 
hobbies. This was to put participants at ease and promote engagement. The remaining 
questions were then based on themes identified from the body image and learning 
disability literature. They were organised into sections with easier questions, such as 
those relating to food, eating and dieting at the beginning. These were followed by 
questions relating to participants’ own body image, including those about their thoughts, 
feelings and attitudes towards their bodies and their beliefs about appearance. More 
complex questions that required participants to think about how others perceived them 
and questions of a sensitive nature such as those relating to teasing were placed at the end 
of the interview schedule. The schedule also contained brief statements, corresponding to 
each subheading, that were designed to help orientate the participant to the focus of 
discussion.
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Essentially, the schedule was designed to be a flexible tool that contained open, non­
leading questions. Its purpose was to act as a guide for discussion, whilst allowing the 
expression of individual experiences.
4.2.2. Piloting the interview schedule
The interview schedule was piloted on an individual who met all of the study entry 
criteria and who lived in a group home in the East Surrey Health Authority region. It was 
not considered necessary to make alterations to the interview schedule after piloting and 
as research procedures outlined in section 4.4 were fully adhered to, the decision was 
made to include this data in the final analysis.
4.3. The sample
4.3.1 Demographics of participants
The sample consisted of ten participants. Initially, eleven individuals were approached 
about study but one failed to respond to a letter inviting them to discuss the study in more 
detail. All participants were female, of white ethnicity and had mild to moderate learning 
disabilities. Participants ranged from 27 years to 61 years in age, with an average age of
43.2 years (standard deviation was 11.75). Three participants had a diagnosis of Down’s 
Syndrome and one had an autistic spectrum disorder. Five participants lived in group 
homes, three lived in supported accommodation and two lived independently with 
support from a community worker. One participant had a four-year-old daughter who 
was cared for by her maternal grandmother.
4.3.2. Sampling method
The sample was derived using ‘purposeful homogenous sampling’ (Patton, 1990). It 
enabled individuals to be selected according to certain shared characteristics and thus 
permitted comparability across cases. Individuals were essentially selected on the basis 
of their verbal IQ (see section 4.3.4) as it was thought that those with higher verbal IQs 
would be more able to provide informed consent and be more verbally communicative 
within an interview. However, the sample were not considered to be representative of a 
particular population and were not selected on that basis as IPA aims to produce a 
detailed exploration of each individual’s perspective (Smith, 1996).
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4.3.3. Source o f the sample
Participants were recruited from a Social Services Day Centre and several residential 
group homes. They had also participated in a previous study (Johnstone, 2001) assessing 
body image using standard instruments adapted for a learning disabled population.
4.3.4. Inclusion criteria
In order to be eligible for the study, participants had to be female and have a Full Scale 
IQ that fell within the learning disabled range but with a verbal IQ above 60. Participants’ 
IQ had been assessed in a previous study (Johnstone, 2001) and was based on the four- 
test short form of the WAIS-R (Crawford, Allan & Jack, 1992).
4.3.5. Exclusion criteria 
Individuals were excluded if they had:
a) Participated in more than one research interview in the previous study (Johnstone, 
2001).
b) Shown any signs of distress in the aforementioned study (Johnstone, 2001).
c) Had physical disabilities.
d) Severe speech difficulties.
4.4. Procedure
4.4.1. Ethical approval
Ethical approval was sought and granted from a local Health Authority Research Ethics 
Committee (Appendix 2) and the Advisory Committee on Ethics at the University of 
Surrey (Appendix 3).
4.4.2. Gaining access to the sample
Participants had taken part in one interview of a previous study (Johnstone, 2001). 
Eleven of those who met entry criteria for this study were asked at the end of the previous 
study if they wished to think about taking part in a similar study. Those wishing to 
consider participation were asked if  their names could be forwarded to a second 
researcher (The Author). They were told that all other information gained in the
257
Major Research Project: Method
Johnstone study would remain completely confidential, unless they gave permission for 
information to be divulged at a later stage. Participants were also told that if they gave 
permission, they were only agreeing to be contacted by the researcher so as to discuss the 
study and were not agreeing to participate. They were reminded that they could change 
their minds about speaking to the researcher at any time, without giving a reason and 
without this affecting them in any way. Ten of the eleven individuals wished to consider 
participating and were happy for their name to be forwarded to the researcher. Verbal 
and written permission to do so was sought (Appendix 4). The ten names of individuals 
providing written consent were then forwarded to the researcher, together with their 
signed consent forms.
4.4.3. Recruitment o f  participants and informed consent
The researcher telephoned the keyworkers of each prospective participant who had 
signed a consent form, to arrange an appointment to discuss the project in more detail. At 
the appointment, the researcher spoke to prospective participants in the presence of their 
keyworker or an appropriate staff member. They were given an information sheet about 
the study (Appendix 5) and a consent form (Appendix 6). The researcher read and 
explained the information sheet and consent form to the prospective participant and asked 
if  they had any questions. A photograph of the former researcher (Johnstone) and 
materials used in the previous study were used as prompts, when explaining information 
contained in the participant information sheet. Individuals were reminded that they were 
under no obligation to participate and could stop taking part at any time without giving a 
reason. Questions were answered and the individual was encouraged to spend some time 
alone with the staff member to discuss whether or not they wished to participate in the 
study. All participants who had signed an initial consent form stating that they wished to 
discuss the study in more detail agreed to participate. They were asked to sign a second 
consent form (Appendix 6) and were given a signed copy to retain. A letter was also sent 
to their GP to inform him or her of their participation (Appendix 7).
4.4.4. Interview procedure
The researcher and participant agreed on a suitable time and place for the interview to be 
conducted. The interview began with a short reminder of the procedures outlined in the
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participant information sheet. It followed the format outlined in the interview schedule 
(Appendix 1). A flexible approach was adopted however and questions were adapted to 
encourage the expression of each participant’s individual experiences. The participant 
was reminded that they were free to stop the interview at any time to take a break or to 
withdraw from the study if they decided that they no longer wished to continue. A tape 
recorder was switched on and the researcher proceeded with the interview. The 
participant was encouraged to express their views freely. On completion of the interview, 
the tape recorder was stopped and the researcher addressed any outstanding questions. 
Interviews ranged from 25 minutes to 62 minutes in length, with an average length of
40.9 minutes (standard deviation was 11.5). All tapes were transcribed verbatim, coded to 
ensure anonymity and stored in a lockable drawer. They are to be erased on completion 
of the study.
4.5. Data analysis
Interview transcripts served as raw data and were analysed using IPA (see Appendix 8 for 
an example transcript). An idiographic analytic approach was adopted. Such an 
approach is only recommended for samples of 10 or less as it is thought to be 
unmanageable to analyse large quantities of data in this way, as one needs to retain 
themes from earlier transcripts in memory whilst analysing later transcripts (Smith et al,
1999). This approach was therefore considered to be especially appropriate as there were 
10 participants who in turn had lower verbal abilities than those found in general 
population samples and as a consequence data were less rich. The following steps were 
therefore undertaken:
1. All interviews were transcribed by the researcher.
2. The first interview transcript was read.
3. It was then re-read a number of times to obtain the full nature of the participant’s 
account and notes were made of potential themes or associations contained in the 
transcript. This process was also informed by the researcher’s experience of the 
interview itself.
4. The transcript was then re-read to identify any themes that may have been overlooked 
and emerging theme titles were also noted.
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5. Connections between emerging theme titles were then noted on a separate sheet of 
paper and checks were made to ensure that connections fitted with the data by 
revisiting the interview transcript.
6. The same procedures were then followed with the subsequent transcripts and themes 
were reviewed, shaped and refined throughout this process.
7. A final list of themes was then collated. Accompanying extracts of text from the 
transcripts were also noted to allow analysis to be grounded in the words of the study 
participants.
8. Analysis was based on the themes that emerged from the transcripts. It was therefore 
not based on a search for evidence to support existing psychological theories such as 
Slade’s Model of Body Image (Slade, 1994).
9. A sample of themes were then analysed and discussed in relation to the current 
literature.
4.6. Validity and reliability
A number of authors have highlighted the propensity for qualitative research to encounter 
criticism within a dominant ‘positivist’ paradigm in psychology (Turpin et al, 1997, 
Elliott et al, 1999, Yardley, 2000). This may be because it is considered to ‘fail in 
employing a representative sample, develop reliable measures or yield objective findings 
or replicable outcomes’ (Yardley, 2000). However, samples that are large enough to be 
statistically representative of a population are not accessible for in depth analysis. In this 
study, the author would argue that the concept of body image in individuals with learning 
disabilities could only be fully explored with an intensive qualitative approach such as 
IPA. However, certain procedures were followed to assess the internal validity and 
reliability of this research. These were in line with evolving guidelines for qualitative 
research studies in psychology (Turpin et al, 1997, Elliott et al, 1999, Yardley, 2000) and 
are detailed below:
1. Owning one's perspective: The theoretical orientations of the author are outlined in 
section 4.1.2 and the role that these may have played in the interpretation and 
understanding of the phenomenology under investigation is considered in the 
discussion.
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2. Situating the Sample: Basic descriptive data about the sample is provided to enable 
readers of the research to make judgements on the range of participants and their 
circumstances.
3. Grounding in examples: Examples of raw data are provided to demonstrate the 
analytic procedures adopted in the study and to illustrate the way in which meaning 
and understanding developed.
4. P roviding credibility checks: A consultant clinical psychologist read all of the 
transcripts and was in agreement with the way in which the researcher represented the 
data.
5. Coherence: The research was presented in a structured, coherent format and 
contradictions in the data were addressed.
6. Resonating with readers: The author attempted to bring the experiences of 
participants to life and provide readers with accurate and representative accounts that 
broadened understanding.
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5.0 Results
5.1 Analysis
5.1.1 Overview
Participants spoke about a wide range of issues during the interviews. These included 
beliefs about dieting, thoughts about their bodies and comments that they had received 
from other individuals about their bodies. The analysis focused on the themes that 
emerged from the interviews that appeared most pertinent to the women’s sense of body 
image.
5.1.2 Interpreting the data
A number of factors informed the interpretation process. Firstly, it was considered 
necessary to use each entire transcript to provide a contextual basis for interpretations as 
this facilitated the process of drawing meanings from participants’ accounts. The 
participants’ use of other forms of communication such as gestures, sound and imagery 
also informed the author’s understanding of the women’s perspectives.
The author was mindful of the heterogeneity in the sample and recognised that some 
participants shared their perspectives more freely than others who required more 
prompting questions. It was also noted that the transcripts varied in their content and that 
some contained more themes than others.
5.1.5 Presentation o f themes
A number of superordinate and subordinate themes emerged from the transcripts that 
were thought to reflect the perspectives of participants. A detailed discussion of these 
themes is presented which incorporates verbatim extracts from the transcripts to define 
and illustrate the themes. Connections between the themes are also highlighted. 
Pseudonyms were assigned to each participant to facilitate this discussion.
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5.2 Pressures to be thin
One of the most prominent themes to emerge from the data was an overriding sense that 
the women experienced a pressure to be thin. This was reflected in nine of the ten 
transcripts, and the women’s beliefs about body size and shape and socio-cultural 
influences appeared to be underpinning these pressures.
5.2.1 Beliefs about body size and shape
In general, the women appeared to perceive larger body sizes as being unacceptable, 
undesirable and unhealthy, whilst smaller ones were viewed as acceptable, desirable and 
healthy.
Lynn for example, a sixty one-year-old lady who lived in a group home, said that she was 
supposed to be thin and not fat. This belief arose in the context of a discussion about her 
own body shape. Lynn, like many of the other women, struggled to describe her body 
when asked about it directly but instead her words seemed to portray beliefs about body 
shape ideals:
RP Iflhadn  7 seen you (researcher covers her eyes with her hands) . . . .
Lynn (Laughs)
RP And I  didn 7 know what you looked like.... (pause) .... What would you tell me?
Lynn (pause) Well I don’t know if  I’m a bit thin or fat.
RP How does it feel to y o u ?  (pause).......  What do you feel you are?
Lynn (pause)
RP Are you somewhere in the middle?
Lynn In the middle.
RP Okay ... what about your height? .... (pause)  Again i f  I  hadn 7 seen you
what would you tell me?
Lynn Well I’m supposed to be thin and not supposed to be fat.
(Lines:372-384)
Lynn expressed the thought that she should be thin and this suggests an experience of a 
pressure to be thin. She seemed to perceive larger body shapes as unacceptable and this 
was reflected in other parts of the transcript where she identified parts of her own body 
that were big and appeared to be disapproving of them:
RP What are you now.... What do you think you are now? What words would you  
use to describe your body?
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Lynn umm... I don’t know where to put it.
RP That's okay., perhaps we 7/ go on to a different question.
Lynn Well I know I’m a bit fat there, (pointed to waist and pulled a face of 
disapproval).
(Lines:400-404)
Pam also lived in a group home but was younger than Lynn at the age of 32 years and 
had Down’s syndrome. She shared similar attitudes to Lynn in relation to body size 
ideals. A series of prompting questions illustrated that she favoured being thin over 
being fat, and this was further supported when she spontaneously linked thinness with 
happiness:
RP What happens i f  you got lighter do you think?  (pause) ..... What would
happen? ....(pause) Would it be good fo r  you or bad fo r  you i f  you got
lighter?
Pam (pause)
RP I f  you lost some weight
Pam Good
RP Would it be good or bad?
Pam Good
RP O kay.... And what other things would be good about losing weight?
Pam You’d be happy
RP You'd be happy... is there anything else that’s good about losing weight?
Pam (Pause)
RP Why do you think you'd be happier?
Pam You’d be thin (Lines:490-505)
Ann, like Pam and Lynn, also lived in a group home and was of a similar age to Lynn (60 
years). She too appeared to experience a pressure to be thin and this emerged during a 
discussion about dieting. Ann was asked a direct question about dieting but responded 
spontaneously with a question about her own size. She appeared to associate diets with 
being fat and her phrasing of her question led the author to think that she was seeking 
reassurance about her own body size:
RP That's alright. There aren’t any right or wrong answers  (pause)... Do you
know what a diet is. ?
Ann I do ... but I’m not fat am I?
RP No you 're n o t.... I  wondered whether you knew what it meant.
(Lines: 163-167)
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Equally, Ann’s comments could have been interpreted in a different manner. She could 
in fact have thought that a question about dieting was irrelevant to her. However, there 
was a sense that Ann experienced pressures to be thin that was present in other parts of 
her transcript. She was asked to describe her body and like Lynn, was unsure o f how to 
respond to such a direct question. However, her anxiety about being big was later 
portrayed as she again sought reassurance from the author about her body size. Overall, 
the tone of Ann’s voice suggested that she did not want to be perceived as being big:
RP I ’d  like to talk to you about how you feel ... and what you think about 
your body. Okay?... Can you tell me a little bit about the size and 
shape o f  y  our body?.....
Ann .(pause) .
RP How would you describe it?
Ann I’m not sure.
RP What words would you use to describe your body?
Ann I’m not all that big am I?
RP No ... so are you about ....medium?
Ann About medium. (Lines:218-226)
Another participant Susan was 32 years old and had Down’s syndrome. She lived quite 
independently, sharing a flat with a friend and received support from a community 
worker. Like the other women, Susan also appeared to experience a pressure to be thin, 
which was evident across her transcript. An example of this emerged when she was 
asked if she liked her body. Susan’s initial response to such a direct question indicated a 
liking for her body. Nonetheless, she later spontaneously chose to talk about her legs 
being fat and her dissatisfaction with their shape:
RP Okay that's fine. Do you like the size and shape o f  your body?
Susan Yes
RP What do you like about it?
Susan My body is alright that’s one thing... my legs are n o t... that’s one thing.
RP Right so you 're not keen on your legs
Susan No
RP What is it about your legs that you don’t like?
Susan They’re too fat they are at the moment. (Lines:577-586)
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5.2.2 The impact o f socio-cultural factors on pressures to be thin 
The women’s experience of pressures to be thin appeared to be driven by a number of 
socio-cultural influences. These seemed to emanate from society in general and the 
relationships that the women had with their families.
Fam ily Influences
Families appeared to exert pressure on these women to be thin and were influential in a 
number of ways. Some family members encouraged the women to lose weight, some 
spoke in a negative way about their bodies, while others acted as figures of social 
comparison.
When she asked whether she worried about her weight, Lynn spontaneously revealed that 
her mother used to make comments about her body. These seemed to be of a negative 
and repetitive nature:
RP Yeah ... okay ... so i f  we go back to talking a bit about weight... do you ever
worry about your weight?
Lynn I do sometimes.
RP Do you? ... Can you tell me a bit about that?
Lynn I wish it would get a bit thinner across there, (pointed to tummy). Because my 
mum was always going on about that.
RP What did your mum say?
Lynn She’d say I wish you could get that bit down.
RP Oh (Lines:510-518)
Overall, Lynn’s mother’s comments suggested that there were pressures to be thinner 
within the family.
Liz’s experience was similar to that of Lynn’s as she too received negative comments 
from her mother about her physical appearance. Liz was a forty-four year old lady who 
lived in a group home and was engaged. She was an articulate woman who required 
minimal prompting during the interview. She spoke of why she had wanted to lose 
weight, reflecting a dislike of her shape that was linked to her mother’s comments about 
the potential consequences of being fat. She spontaneously informed me of these 
comments:
2 6 6
Major Research Project: Results
RP Why were you wanting to lose weight?
Liz Well ... I looked at .. I looked at myself one day and I thought urr .. I hate
myself.. I must do something about it.
RP Mmm... so was that because o f  the way you looked that you wanted to change?
Liz Yes... my mum said..
RP It wasn ’t because o f  y  our health or anything?
Liz And she said no man would want you if  you’re going to be too fat.
(Lines:396-404)
Liz’s mother appeared to portray a message that overweight people do not acquire 
boyfriends and given that Liz valued having relationships (i.e. Lines: 39-50, 57-70, 88- 
95,247-252) this seemed potentially powerful in creating a pressure for Liz to be thin.
Similarly, Jane’s family seemed to play a large role in the way she viewed her body. She 
was a thirty-eight year old lady who lived independently in supported housing. Jane did 
however, also relate to her family as figures of social comparison. This was illustrated in 
her response to a direct question about size and shape where she appeared to incorporate 
social comparisons between herself and members of her family into the perceptions that 
she held about her body:
RP Yes. Okay. What I'd  like to talk to you about is what you feel about your body.
What you think about it.
Jane Umm
RP Perhaps you could tell me a little bit about the size and the shape o f  your body.
Jane Well., it’s .. Well I’m  quite a big lady umm... and I’m  quite big built umm so I
don’t lose cos my brother and sister they can put on they can put on cos they 
don’t put on weight.
RP So they can eat a lot o f  food  can they and they don't put on weight?
Jane Yes.
RP What about your parents?
Jane My parents? My parents are n o t.... well my brother and sister they’re quite thin
and mum and dad are. And I’m  quite big because I put on weight and mum and 
dad and my brother and sister don’t put on weight.
RP You 're quite tall as well aren 'tyou?
Jane Yes
RP Are they tall as well or are they shorter than you?
Jane They are shorter than me. (Lines:454-473)
These words, together with other parts of Jane’s transcript (see pages 272, 275 & 276), 
seemed to suggest that Jane desired a thinner physical appearance. She perceived herself 
as the largest within the family, with all other members being thinner and appeared to 
want to be more like them.
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Similarly, Jo compared herself with family members when talking about dieting. She was 
an articulate, twenty seven-year-old lady who had a child and like Jane, lived in 
supported accommodation. She appeared to experience a pressure to be thin that had 
arisen as a result of influences from her family:
RP Okay .... What do you know about diets? Do you know what the word diet
means?
Jo D iet. I ’ve heard o f  i t .  umm... diet is .. you eat healthy and don’t go into like
junk food.
RP Umm..
Jo You have to go to exercising umm.. you have to watch what you eat... it’s a bit
like diabetic people really.
RP Yeah? And why do you think people diet?
Jo Because they’re overweight or they just want to you know .. keep a healthy heart.
RP Yes? Have you ever been on a diet?
Jo Umm ...yes.
RP You have y e s .. when was the last time you were on a diet? Or are you on a diet
now?
Jo I am on a diet a b it... because I’ve lost a bit at the moment.
RP Have you?
Jo Yeah
RP What are you doing as part o f  your diet then?
Jo Is to umm.. well I’m  trying not to eat too much sugar and salt.
RP Yeah
Jo And like fatty stuff. I f  I was going to cook the chicken it’s going to be with a
little bit o f  oil ... not too much... yes so ... it’s a bit like bread really .. you 
spread a little.
RP Yes ... the quantities o f  it are different. Okay ... so and what are you hoping to
achieve on your diet? What's your reason fo r  going on a  diet do you think?
Jo Because I want a healthy heart.
RP You want a healthy heart... have you got any other reasons fo r wanting to diet?
Jo Well I know diets make you feel more confident and feel happy about your body.
RP Yeah?... so you've talked a little bit about being on a diet perhaps being on a
little bit o f  one now ... and you've been on diets in the past.... How did  you  
decide to go on a diet? What was it that made you decide?
Jo Umm... I mean I used to eat loads o f  junk food and I look at my fat on m y arms
and my legs and think oh God I’ve just got to do something you know ... and 
people in my family have died o f  heart attacks.
RP Oh dear.
Jo And cancer as well... so I thought I better eat something you know.
(Lines:250-291)
However, unlike Jane, Jo’s desire to be thinner appeared, for the most part, to be driven 
by health concerns rather than pressures to improve physical appearance. She spoke 
knowledgeably about dieting and reflected on the incidence of illness within her family. 
She also drew associations between dieting and feelings of happiness and confidence in
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one’s body. These may have seemed to contradict the health motives to her dieting but in 
general, her comments appeared to reflect both associations between body size and self 
confidence and beliefs that diets generate feelings of wellbeing.
Social Influences
Social influences also seemed to exert a degree of pressure to be thin. The women 
appeared sensitive to underlying societal attitudes such as those that criticise overweight 
body shapes and encourage the possession of thinner body shapes, and instances were 
provided of the fun others made of their size.
Joan, a fifty-four year old diabetic lady who lived independently, appeared to experience 
pressure to be thin. She spontaneously spoke about her childhood experiences of being 
teased about her size:
RP Oh ... have you ever been bigger or smaller than you are now?
Joan Well I have been too much big.
RP Have you been bigger than you are now?
Joan (nods)
RP Yes ... have you been smaller as well?
Joan No I am trying to get smaller now.
RP Umm...
Joan Because when I was a little girl I kept being called fatty. (Lines:600-608)
Thus, the comments that Joan had received in her childhood appeared to be connected to 
her adult desire to be thinner.
Likewise, Diane received comments about her body that conveyed a message that being 
large was not favourable. She was a forty-one-year-old autistic woman who lived in a 
group home. During the interview with Diane it was necessary to adopt a more 
structured and directive questioning style, as she tended to respond with short concrete 
statements. She revealed that someone had told her that she was too fat and overweight:
RP Has anyone ever teased you about the way you look?
Diane Sometimes
RP Do you know what teasing is?
Diane Not very nice it’s ... picking.
RP Yeah ... what have they said to you about the way you look?
Diane Not very nice is it?
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RP No... has anyone ever said anything to you like that?
Diane pause
RP What things might they have said?
Diane Too fat or overweight.
RP Have they said that to you?
Diane You’re too fat ..yes ... (Lines:702-714)
5.2.3 The emotional consequences of pressures to be thin
The women expressed a range of emotions that appeared to be associated with pressures 
to be thinner. For Ann, these consequences surfaced during a discussion about desires to 
change parts of her body. Ann acknowledged that her body had changed and spoke about 
wanting to look the way she had before. She conveyed a sense of loss and sadness in her 
voice and a sense that her body had changed for the worse over time:
RP O kay   is there anything about your body that you would like to change? ....Is
there anything you would like to be different?
Ann What could they do different?
RP I don 7 know I  was just wondering i f  you ever wished that you could change
something about your body.
Ann I would like to.
RP What wouldyou like to change?
Ann I would like a nice shape I think.
RP What would a nice shape be?
Ann I would like a nice new body.
RP Which bit o f  your body, your tummy.. where you are pointing to ... how
wouldyou like it to change?
Ann To the way I used to be.
RP What’s the way you used to be?
Ann I used to have a nice body.
RP D id you? .... How has it changed?
Ann I’m actually losing it a lot.
RP I  s e e ... (Lines:243-261)
Likewise Pam appeared to experience negative emotions when discussing her body size.
Like many of the other women she struggled to respond to such a direct question. 
However, she went on to describe herself as being ‘big’ but said this quietly and dipped 
her head. This conveyed a sense of unhappiness and embarrassment about her size:
RP What about the size or your body? (Pause) What words would you use to talk 
about size? (Pause) Do you know what size means?
Pam No I don’t
RP Size means., whether you are big or small or m edium  whether you look like
someone else or whether you 're smaller than them., or bigger than them.
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Pain Yes
RP What word wouldyou use to describe the size o f  your body?
Pam Big (said quietly and dipped her head)
RP B ig .. okay., any other words?
Pam Umm no (Lines:359-370)
In addition, Pam spoke of her experience of being teased, which highlighted the impact of 
social pressures to be thin. She felt angry as a result of these experiences:
RP No., okay ... has anyone ever teased you about the way you look?
Pam No
RP No.. do you know what teasing means?
Pam When Pm walking down the road and there’s some kids there and they say
‘alright there you fatty’.
RP Oh..
Pam Sometimes...
RP So sometimes that's happened with strangers with children or something
Pam Yes
RP So how do you cope with that?
Pam Sometimes I get really cross with them (Lines:671-683)
Jane also revealed the emotions that she experienced when asked a direct question about 
whether she worried about her weight and when confirming that she worried both about 
her weight and the way she looked. This worry appeared to be fed by pressure from 
within her family:
RP So we were talking about weight before I  distracted you onto the topic o f
exercise. And we've talked quite a lot about weight already and you were saying 
that you'd quite like it to change in some ways weren ’tyou?
Jane Umm
RP That y o u ’d  like it to be less. You’d  like to weigh less than you do at the moment
even though we 're not sure how much you do weigh.... (pause)... I'd  like to ask 
you some more general questions. A little bit about your body and things like 
that. I  wondered i f  y  ou ever worry about the way you looked?
Jane Yes I worry ... I do worry. I worry ... I worry because it’s .. because my brother
and sister are short. But I worry because I put on weight and they don’t.
RP Right. So you worry about putting on more weight?
Jane Yes.. Yes.
RP Is there anything else that you worry about?
Jane I worry about the way I am, the way I look. I worry because I think I’ll put on
weight. That’s one o f my worries.
RP I  see. What do you worry about when you worry about the way that you look? Is
it to do with your weight?
Jane Yes it’s to do with my weight. (Lines:521-541)
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Jane also conveyed feelings of anxiety and upset through the tone of her voice when she 
spoke about threatened consequences of her size. She had been told that she might be 
wheel chair bound if she failed to lose weight:
RP Right. Have you ever wanted to lose weight after watching something on
television or reading something in a magazine?
Jane Well it was umm... w e ll ... somebody told me and that really upset m e... they 
said that i f  you don’t lose weight you’ll get bigger and bigger and your back will 
be a  lot more ... your back will be a lot lot worse.
RP Umm
Jane And you will live in a wheelchair.
RP Oh... who told you that?
Jane I think it was somebody who... it really upset me. (Lines:747-757)
5.3 Preoccupation with weight loss and its emotional consequences
A further theme emerged that was closely linked to the women’s experiences of pressures 
to be thin. The transcripts conveyed a strong sense of a preoccupation with weight loss 
within the sample. All of the women in the sample had either dieted in the past, were 
currently dieting or had intentions to diet in the future. Eight of the women associated 
diets with losing weight and appeared to diet as a means of managing the pressure to be 
thin. The women also appeared to experience emotional consequences as a result of their 
preoccupation with weight loss. These were both positive and negative in nature.
The extracts presented earlier from Jane indicated that she experienced pressures to be 
thin that were driven by concerns about both physical appearance and health. She 
appeared to manage these concerns by taking an active role and attempting to diet. Jane 
was an independent lady who made choices about her eating patterns and had tried many 
diets in the past including named dieting regimes such as The Cambridge Diet and 
Rosemary Connelly. She spoke knowledgeably about diets and appeared to have a 
conscious awareness of the way in which everything that she ate contributed to her 
weight:
RP Yes.. can you tell me a bit about diets? Where your knowledge o f  diets has come 
from?
Jane Well its ... because I’m  hoping to diet and I’ve been cutting down chocolate, 
fruit, I’ve been cutting down chocolate., all the things I like.
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RP Yeah
Jane I ’ve been eating lots o f  yoghurt, fruit um m .... fruit. I ’ve been cutting down., 
eating lots o f  yoghurts, fruits, vegetables, fish. We all eat you know .... It was 
my dad’s birthday so that’s a bit o f  a celebration but umm i f  I eat and have two 
treats a week.
RP Yeah.
Jane If  I have more than two treats well that’s j u s t ... well you’ll just put on weight 
like I do.
RP U m m ....... okay so wouldyou say that you 're on a diet a t the moment then?
Jane Yes I’ve been ... ‘cos I went to Rosemary Connelly.
RP Oh did you? Tell me a little bit about that.
Jane I lost a stone (smiles)
RP You lost a  stone?
Jane Yes.
RP Was that a  local group somewhere?
Jane Yes it was a local group and umm there were people... ‘cos umm have you met 
****** (name o f other resident).
RP No not yet.
Jane ****** and I went.
RP Oh yes.
Jane ... to Rosemary Connelly and we lost quite a lot o f  weight (smiles).
(Lines:291-317)
Jane was conscious that she put weight on easily and consequently had to be cautious 
about her intake of food. As a result she often worried about her weight (see page 271). 
However, more positive emotions were experienced when Jane lost weight and these 
were conveyed in the tone of her voice and through smiling as a sense of pride and 
happiness (see above transcript). Hence, there appeared to be tensions between the 
negative emotions associated with pressures to be thin, preoccupations with weight loss 
and failures to lose weight, and the positive emotions that emerged when weight loss was 
successful.
Like Jane, Susan also appeared to be preoccupied with losing weight. An extract from 
her transcript presented earlier suggested that this preoccupation was driven by pressures 
to have a thin physical appearance. However, other parts of her transcript (see below) 
indicated that weight loss might also have been driven by health concerns. Susan 
managed the pressure to be thin in a similar manner to Jane in that she was independent 
and played an active role in making choices about her food intake:
RP So .... What was the first diet that you were given?
Susan The first diet.
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RP Umm ... What were you told to do?
Susan To get down.....for my diet to go down.
RP Right you had to get your diet down.
Susan Yeah
RP What kind o f  things did you have to cut down on?
Susan Cut out like chips and biscuits and cakes and sweeties.
RP And who told you to do that?
Susan Myself I think.
RP You wanted to do that yourself?
Susan Yeah
RP Why did you make that decision?
Susan It’s my life.
RP And what was it that you wanted to change?
Susan I wanted to change my body.
RP Why did you want to change your body?
Susan I didn’t want to get ill that’s one thing.
RP R igh t... so you were thinking o f  your health you wanted to keep yourself healthy.
Susan Yes (Lines:234-254)
5.3.1 The impact o f socio-cultural factors on preoccupation with weight loss 
The women’s preoccupation with weight loss appeared to be influenced by a number of 
socio-cultural pressures. These emanated from the media and the relationships that the 
women had with family, support staff and professionals.
Fam ily Influences
Discussion previously highlighted the presence of pressures to be thin within these 
women’s families. Similarly, there was evidence to suggest that these pressures 
contributed to the women’s preoccupation with weight loss. Family members appeared 
to play an active role in this process by either badgering the women into weight loss or by 
supporting them in their efforts to lose weight. Some women welcomed this 
contribution, whilst others appeared resentful of it.
Susan for example spoke on two occasions of how her family had nagged her to lose 
weight:
RP Has anyone ever said to you 'you need to go on a diet ’? 
Susan People kept nagging m e.. my parents kept nagging me. 
RP D id they?
Susan Yes.
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RP What did they say to you?
Susan I said shush I said. (Lines 473-478)
RP Oh.... Has anyone ever teased you about the way you looked?
Susan Teasing? Oh dear ...well ******** (stepmum) does 
RP What does she say then?
Susan Oh everything ... she keeps nagging my d ie t .... I don’t like 
RP Oh .... That must have been quite difficult
Susan I know it is (Lines:989-995)
Although, such comments may have been said with good intentions, Susan appeared to 
experience them in a negative way.
Jane’s family on the other hand appeared to take a more supportive role whilst 
encouraging weight loss. Jane spoke of her desire to lose weight for a special occasion to 
be celebrated within the family and appeared to welcome the opportunity of having 
something to aim for:
RP What was that experience like going along to Rosemary Connelly?
Jane It was umm ... because I wanted to lose weight and um m .... Well I wanted to
lose weight for my brother’s wedding.
RP Right.
Jane And um m .... I bought a  hat, I bought you know I bought a hat. I bought.. well 
mum ordered me a lovely dress.
RP oh lovely.
Jane It was one o f  these um m .. top and skirts.
RP Yes?
Jane And a hat and shoes. Yes so that’s what I wanted to aim for.
(Lines:318-328)
Jane also appeared to welcome the support that she received from her mother that took 
the form of rewarding her with material goods:
RP Is there any one that has worked better fo r  you than others?
Jane W ell.... It w as... well it was umm my cousin’s birthday.. well it was my
cousin’s wedding and my mom promised me that i f  I lose weight by the time 
they get married I ’ll give you a hat, a lovely hat and a lovely outfit. And I lost a 
lot o f  weight and she kept her promise. (Lines:381-387)
In addition, she spoke positively about the support that her mother had given her when 
they had entered into a competition to lose weight:
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RP What did she say ? There was one example with the hat wasn't there where she
said she’d  buy you a hat i f  you managed it. Are there any other times when that 
happened? When she said something that helped you lose weight?
Jane Well we had a competition ... who lost the most weight... umm and I can’t 
remember what the., what was actually said but mum was .. I think I was about 
16 stone and then mum was 10 stone and mum lost a stone and I lost 3 stone.
RP gosh
Jane so I was the winner. (Lines:660-670)
Support S ta ff  Influences
Support staff also appeared to play a role in the women’s preoccupations with weight 
loss. This seemed to take the form of supporting the choices that the women had made to 
diet and helping them to realise their aims. However in the majority of cases, the women 
seemed to perceive the staffs actions as efforts to help them improve their physical 
appearances.
Diane stated that support staff had encouraged her to lose weight. This encouragement 
appeared to be driven by a need to improve her physical appearance rather than to 
address health concerns. Nevertheless, Diane seemed welcoming of their input:
RP D id anyone tell you that you should go on a diet?
Diane Yes
RP Who did?
Diane Staff at ********* (accommodation)
RP D id they?
Susan Yes
RP Is that the hostel?
Diane Yes
RP So the staff there told you to go on a diet? Why did they tell you to go on a diet 
do you think?
Diane To get me thin
RP To get you thin. And did you want to go on a  diet?
Diane Yes
RP Why did you want to go on a diet?
Diane To be slim (Lines:267-281)
P rofessional Influences
There was also evidence to suggest that health and social service professionals with 
whom the women had had contact had encouraged weight loss, although for health 
related reasons.
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A discussion with Joan about her current efforts to diet highlighted the role that hospital 
staff had played in encouraging weight loss:
RP Have you been on many diets throughout your life?
Joan No that’s the first diet I’ve been on.
RP This is the first diet you've been on.
Joan Yes because the um m ... hospital put me on it. (Lines:534-538)
Similarly, Jane was asked a direct question about whether her doctor had spoken to her 
about losing weight and stated that he had. She provided details on why he had 
encouraged her to diet, indicating health related pressures:
RP Has your doctor said anything to you recently about losing weight?
Jane Yes he has
RP Had he? What's he said?
Jane Well I had a very bad back and I think the doctor said well the only thing you can
do is diet. (Lines:673-678)
Media Influences
There was also a sense that the women were sensitive to media interest in dieting and 
weight loss.
Jane spoke about a magazine article that she had read, providing a detailed description of 
its contents. She appeared to value the article, find its contents acceptable and interesting 
and supported the actions of the person to diet:
RP Oh good. Good Have you heard anything on other television programmes or
in magazines or anything?
Jane Yes there was an article in one o f  the magazines and they were saying that you
. ..y o u .. what sort o f  food you can eat i f  you’re on a diet and what things you can 
do and what things you can’t really e a t .... well not really eat but you can just 
watch what you’re eating.
RP I see. So it was talking a bit about diets in the magazine?
Jane Yes. Yes.
RP Anything else that you can remember seeing in those kind o f  things?
Jane There was one article talking about this lady who wanted to diet. S h e .. she used
to eat chocolate and things like that and she used to drink and she used to smoke 
but now she lost quite a lot o f  w eight.... and she used to eat boxes o f cakes and
biscuits but now she was cutting do w n  quite a  lot o f  fruit .. quite a lot o f
biscuits and chocolate and she used to have she used to have things like ca rro t... 
and she used to have a lettuce leaf or a carrot instead o f  a piece o f  chocolate.
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RP Right...
Jane And she lost quite a lot o f  weight.
RP what did you think o f  the article ?
Jane I think it was good.
RP Yes?
Jane Yes.
RP Was there anything bad about the article?
Jane Umm .... No it wasn’t really bad ... it was j u s t ... umm... a lady who was so
much stone. I think she was about 17 stone.
RP Right.
Jane I think she lost about three stone.
RP Right. ....D o  you ever think people can lose too much weight?
Jane Yes they do when they could really ... can lose weight but it is so hard to lose
weight. (Lines:253-286)
In other extracts Jane had revealed information about her own experience of trying to lose 
weight through dieting and such articles may have informed her actions.
5.4 Managing the pressures to change and owning a positive regard for the body
Despite the pressures to be thin and preoccupations with weight loss within the sample, 
an opposing theme emerged in a subgroup of four of the women. This theme captured 
the women’s experience of a positive regard for their bodies that had arisen as a result of 
the way they had managed the pressures to change their bodies. It was conveyed in a 
variety of forms. The women were either able to disregard pressures to be thin and be 
accepting of their bodies or they responded to the pressures by dieting and losing weight 
and then expressing happiness with their new shapes.
Carol, a forty-one year old woman with Down’s syndrome who lived in supported 
accommodation, appeared to disregard pressures from friends to be thin. This was 
reflected in her words when she revealed how one of her boyfriend’s friends had made a 
negative comment about her tummy:
RP What would a friend say i f  they were describing your body? I f  they were talking
about your body what would they say?
Carol They say I’m  pregnant.
RP They say you 're pregnant do they?
Carol Yeah they say I’m  having a baby.
RP Who says that?
Carol ****** (name o f male) He’s the one in ******* (boyfriend’s) flat. He says are 
you pregnant? Are you having a baby and I say no I’m  not.
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RP O h h ...
Carol It’s just me fat tummy that was all. (Lines:386-396)
Carol appeared to interpret the comments as being descriptive of her larger shape but did 
not appear upset by the comments or motivated to act on them. Further, they appeared to 
have little effect on the way she felt about her body.
Instead, Carol spoke fondly about her body, conveying feelings of pride and pleasure and 
said she had no wish for it to change:
RP .........What's your favourite part?  ......Have you got a favourite part o f  your
body?
Carol That part (pointed to tummy).
RP Your tummy?
Carol Yes
RP What do you like about that?
Carol It’s nice and cuddly.
RP Nice and cuddly ... that's lovely... Are there any parts o f  your body that y o u ’d
like to be different?
Carol No not really
RP No? Okay .. so i f  we had a magic wand you wouldn ’t want to change any part
o f  your body?
Carol No .... no thank you ... you’d have a job!
(Lines:283-295)
Unlike Carol, Jo felt a need to act on pressures to be change her body. However, these 
pressures appeared to be underpinned by health concerns rather than desires to look good 
(see page 268). Furthermore, they seemed to be internally driven by Jo’s desire to attain a 
sense of wellbeing rather than being driven by external pressures such as teasing from 
others. This theme of looking and feeling good for herself was also evident in other parts 
of Jo’s transcript:
RP No. .. wouldyou like to change the way you look at all?
Jo No...No so long as I look good in myself.
RP So long as you look good in yourself.
Jo Yes (Lines:433-441)
When Jo was confronted with pressure from friends about her appearance, she 
disregarded their negative comments and maintained a sense of liking her body:
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RP Has anyone., or would anyone ever say anything that you didn ’t like do you
think?
Jo Yeah., like oh you look like a tart or ... something like that oh I hate that.
RP You hate that.
Jo Oh yeah
RP Has that happened at all?
Jo Yes.
RP It has? Oh dear..
Jo They say oh you’ve got a big bum and all o f  that... I said well it’s all my body
and I like it thank you.
RP Yeah? So you don't let it sort of., affect you?
Jo No no (Lines:477-489)
Furthermore she appeared to exude feelings of confidence about her body and was not 
concerned about how others perceived her:
RP Do you wear much make up?
Jo Yes I do ... but it’s only a little bit o f  lipstick
RP Yes
Jo and eyeshadow.
RP Eyeshadow yes ... okay.
Jo I’m always trying to look my best.
RP
Jo And I thought oh I look good and that’s it... and I say i f  people don’t like it they 
can go and... you know..
RP Lump it?
Jo (Laugh) ... they know where they can go (laugh)
RP Great.
Jo It’s me ... that is me.. (Lines:452-464)
Diane, like Jo had experienced pressures to change her body. Furthermore, she had been 
called ‘too fat and overweight’ and had been supported in her efforts to diet by support 
staff (see pages 270 & 276). She managed the pressure to be thin by dieting and 
subsequently losing weight. As a consequence however, Diane experienced feelings of 
pleasure about her body and enjoyed being thin and having a nice shape:
RP O kay  can you tell me a bit about the size and shape o f  your body?
Diane Quite thin
RP Quite thin.... Yes.... Anything else that you would use to describe your body? 
Diane Nice shape (Lines:363-368)
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Furthermore, she appeared to appreciate the feminine attributes of her body and enjoyed 
feeling comfortable in her clothes:
RP That's fine .. do you like your body?
Diane I do yes.
RP You do like it....
Diane My bosoms
RP You like your bosoms.
Diane yes
RP What other things do you like about your body?
Diane Clothes get loose on me.
(Lines:380-387)
Similarly, Liz had experienced pressures to change her body and had been encouraged to 
do so by her family (see page 267). Like Diane, she managed the pressure to be thin by 
dieting and subsequently losing weight. As a result, she too was happy with her new 
shape and relished the comments that she received from her boyfriend:
RP I  'd like to talk to you about how you feel and what you think about your body.
Liz W e ll... I don’t mind my body at the moment... but umm.. it’s nice to hear that
I’m  getting nice compliments from my boyfriend. (Lines:420-424)
Liz also spoke about feeling good about her new body and the compliments that she had 
received from others. She portrayed a sense of pride in her body:
RP How do you feel about your weight at the moment?
Liz U m m ...
RP You know ... the general way you feel and things.
Liz I feel good yes... even my mum’s friends have been giving me nice compliments
and say you look., you’re much much better than ... you look so much better.
(Lines:599-604)
In addition, Liz like Diane, appeared to enjoy the femininity and attractiveness that 
accompanied her weight loss:
Liz He says you do look nice (talking about what her boyfriend says to her)., but I
went to a party ... we had a ********* Club party I had a new skirt and it
showed ... a  bit daring 
RP Was it?
Liz Yes ... it showed a bit o f  my leg
RP Yes
Liz And he said ‘I do love your leg love I do’ (spoken quietly and smiling)
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RP Oh..
Liz He said you don’t show o ff your leg very often... he said ‘oh I do like that’.
RP Oh... so did that feel nice to be told that?
Liz Yeah (Lines:766-778)
5.4.1 The tensions associated with maintaining a positive self regard
Amongst the women who experienced a positive regard for their body, it was noted that 
those who had succumbed to the pressure to look good experienced additional tensions. 
They enjoyed their new body shapes after having lost weight but continued to experience 
pressures to maintain a positive self-regard. Similar tensions were outlined earlier in 
Jane’s transcript when she conveyed both pride in relation to weight loss and struggles 
associated with attempts to lose weight (see pages 273,276 & 278).
Likewise, Liz had pride in her new body and enjoyed the compliments that she had 
received from others. However, there was an overriding sense that the pressure to be thin 
and look good had not subsided and that Liz remained conscious of how she appeared to 
others:
RP so i f  we were talking about appearances then ... and our physical appearance
 do you think iPs important to look nice?
Liz I do
RP You do ... why do you think i t ’s important to look nice?
Liz Well ... I think you want to look smart to go ou t. with your boyfriend or
something like that, or you want to look smart to go home for a weekend.
RP What you do think you want to be smart for? ... Why do people make themselves
look smart?
Liz W e ll... there are places where you don’t want to wear old jeans and things like
that you want to look smart
RP Do you think people do it because they want to look smart fo r  themselves or do
you think they want to look smart because others will look at them?
Liz I think that’s because others might look at them.. (Lines:747-762)
In addition, there appeared to be a pressure for Liz to look nice to impress other people:
RP Yes... umm... what kind o f  things do you do to make yourself look nice?
Liz W e ll... I make sure that I wash properly and sometimes when as I said before.,
sometimes when., like I’m  going out to a party or .. this party Saturday and 
umm.. I make sure that I make m yself look smart to look nice.
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RP Yes?
Liz To go o u t .. to by  and impress those people., the people who’s party it is ... try
and impress my boyfriend., you know that’s it. (Lines:779-787)
Similarly, Diane’s transcript illustrated a tension between the pressures to look good and 
maintaining a positive regard for one’s body. She enjoyed and liked her body after 
having lost weight but appeared to continue to experience the pressure to look good. She 
expressed concern about weighing herself for fear of putting on weight:
RP Do you ever weigh yourself?
Diane No... terrified o f  weighing myself.
RP Are you? ... why is that?
Diane In case I get fat and overweight. (Lines:435-438)
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6.0 Discussion
6.1 Introduction
The themes that emerged from this study provided some insight into the way women 
thought and felt about their bodies and some of the factors relevant to their concept of 
body image. A summary of the main findings is presented. These are discussed in 
relation to existing literature on body image and learning disabilities. In line with the 
recommendations for qualitative research, appropriate new literature is introduced to 
facilitate the discussion of the research findings (Charmaz, 1995). Additionally, 
methodological issues, including the challenges of undertaking research with learning 
disabled populations, are discussed together with the clinical implications of the study 
and directions for future research.
6.2 Summary of findings
6.2.1 The pressure to be thin
The women in this study commented on both attitudinal and perceptual components of 
body image, differentiated between different body sizes and shapes and the majority 
favoured smaller, thinner shapes. Larger body sizes were portrayed as unacceptable, 
undesirable or unhealthy, whilst thinner bodies were associated with happiness and 
confidence. In addition, there was an awareness that others make judgements on the 
grounds of physical appearance. As a consequence of such beliefs and attitudes, the 
women appeared to experience a strong pressure to be thin. This pressure derived from a 
number of sources, although an important source of such pressure came from within the 
women’s own families.
Some family members were critical of larger body shapes and others actively encouraged 
behaviours to promote thinness. In addition to these familial pressures, the women 
appeared sensitive to more general social influences to be thin. In some instances, they 
recalled having their size made fun of by others. Emotional consequences for these 
women appeared to attach to this pressure to be thin. These included feelings of sadness, 
loss, embarrassment, worry and anxiety.
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These findings indicate that the women in this sample shared many similarities with 
women in the general population in the way that they viewed their bodies. Many women 
in Western cultures view slimmer figures as desirable, associating them with confidence, 
happiness, youthfulness (Grogan, 1999), elegance, self-control and attractiveness 
(Orbach, 1993). They, too, have been shown to experience similar pressures to those 
experienced by the women in this study to conform to current body shape ideals (Grogan, 
1999). The role played by social and familial influences in the shaping of body image has 
also been well documented (e.g. Grogan, 1999; Haworth-Hoeppner, 2000; Schwartz et al, 
1999).
In the past, overweight body sizes were associated with personal inadequacy (Bordo, 
1993), a negative stereotyping that persists in today’s society. Thinner body shapes 
appear more favourable and the media in particular has been criticised for contributing to 
the pressure to be thin by portraying images of women that have been successively 
significantly thinner over the decades (Silverstein, Peterson & Purdue, 1986). Cash 
(1990) argues that individuals face prejudice throughout their lives if they fail to conform 
to thin body shape ideals. He noted that overweight children are often excluded from 
play by their peers and as adults they are rated as less intelligent, physically unattractive, 
less active, less popular and less successful. Similar prejudices are reported in both 
American and Australian students who stereotyped ‘fat’ individuals as less self confident, 
less happy, more self indulgent, lazier and less attractive (Tiggemann & Rothblum, 
1988).
Processes of social comparison were also operating within the sample. They were 
illustrated by a minority of women who compared themselves to members of their 
families as a means of self evaluation. However, although Finlay and Lyons (2000) 
showed that individuals with learning disabilities preserved their sense of well being 
through their choices of social comparison when questioned about their social worlds, 
this study found an opposing trend. The women drew ‘upward’ comparisons (Festinger, 
1954) by comparing themselves to those ‘better o ff  than themselves. As would be 
predicted, this resulted in them experiencing pressures to be thin. Equivalent incidences
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of social comparison in the general female population are also associated with similar 
negative consequences (Fumham & Greaves, 1994).
6.2.2 Preoccupation with weight loss
Given that the women experienced pressures to be thin, it is perhaps not surprising that 
the majority also experienced a preoccupation with weight loss and, in common with 
many other women, engaged in dieting behaviours. Dieting is widely prevalent in 
today’s society and is considered to be a behavioural indicator of body dissatisfaction 
(Grogan, 1999). Furthermore, in line with more extreme behaviours such as foot binding 
and the wearing of restrictive corsets, it is associated, in some cases, with attempts to 
conform to societal trends (Grogan, 1999).
In a sample of 55 British women aged between 18 and 35 years old, 87% reported to have 
dieted or to be currently dieting, with the aim of getting slim or increasing their 
confidence and self esteem (Fumham & Greaves, 1994). Similarly high levels of dieting 
were reported in this sample where all o f the women had had some experience of dieting 
and eight associated diets with weight loss. The women were motivated to diet both to 
improve their physical appearances and their health. Some took active roles in their diets, 
some had experienced structured dieting regimes such as Rosemary Connelly and Weight 
Watchers, and many were sensitive to the way in which their body weight changed 
according to their intake of food. In common with many women in the general population 
(Grogan, 1999), one woman (Jane) also admitted to dieting prior to special occasions.
Also noteworthy was the impact of socio-cultural influences on the women’s 
preoccupation with weight loss. In particular, some women’s families contributed to 
their preoccupation with weight loss by either attempting to badger them into losing 
weight or by supporting them in their efforts. For one, this was a negative experience but 
for others it was welcomed. In addition, support staff and health and social service 
professionals were reported to play a role in endorsing dieting behaviours. However, the 
former’s attempts were associated with dieting to improve physical appearance whilst the 
latter’s were linked to health concerns. A minority of women also recalled magazine 
articles on the subject of dieting which may have informed their dieting behaviour.
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A desire to lose weight has been expressed in other learning disabled populations. 
McCarthy (1998) found that ten out of fourteen women who wanted to change a part of 
their bodies said that they wished to lose weight. In common with the findings of this 
study, she concluded that women with learning disabilities, like other women, 
‘internalised society’s high expectations’ and were affected by the pressures to be thin. 
Furthermore, she noted that these pressures were also ‘translated’ by the women’s 
families, peers or support staff.
6.2.3 Managing the pressures to change and owning a positive body regard 
In spite of the pressures to be thin and the preoccupation with weight loss within the 
sample, a subgroup of women held a positive regard for their bodies. In contradiction to 
Coward’s (1984) suggestion that women cannot feel good about their bodies unless their 
bodies looks good, two women were able to disregard the pressures to improve their 
physical appearances and gained pleasure from their bodies. Three others however, only 
expressed pride and happiness with their bodies after periods of weight loss. 
Nevertheless, between them, these women exuded feelings of confidence, pride and 
comfort in their bodies and appeared to enjoy their femininity. A finding which 
contradicts McCarthy’s (1998) conclusions that women with learning disabilities find it 
‘very difficult to say anything positive about their bodies’. Furthermore, their feelings 
appeared indicative of positive self-esteem.
Additional tensions were experienced however, by the women whose positive feeling 
about their bodies appeared to arise out of deliberate weight loss. They were able to enjoy 
their bodies but this was at the cost of a continuing pressure to maintain their new body 
shapes. Unlike the majority of women who diet, they appeared to have maintained their 
weight loss (Charles & Kerr, 1986) but they also maintained a degree of vigilance about 
their appearances. Similar vigilance has been reported in women who engage in cycles of 
dieting, where weight loss is achieved over a short time period but then later regained 
(Grogan, 1999).
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6.2.4 The concept of body image in learning disabled women
In general, the women in this study appeared to experience their bodies in a similar 
manner to the way in which non-learning disabled women experience their bodies. They 
were sensitive to a range of information that appeared to contribute to the development 
and maintenance of their body images including historical, social, cultural and individual 
factors. Further, most experienced similar pressures and desires to the female population 
at large in relation to body shape ideals. Such findings suggest that general psychological 
theories including Slade’s (1994) loose mental representation of the body, may usefully 
inform this growing area of interest.
Also noteworthy, was that not one of the women referred to their learning disability 
status when speaking about their bodies. Although this absence cannot lead to 
assumptions that being learning disabled did not influence the way the women thought 
and felt about their bodies, there was a sense that the women were expressing their 
perspectives as women, rather than as women with learning disabilities. It was also 
pleasing to see more positive and assertive attitudes expressed by a small proportion of 
the women, particularly given that much of the body image literature focuses on patterns 
of clinical disturbance and body dissatisfaction (Thompson, 1996).
6.3 Methodological issues
6.3.1 The strengths, limitations and challenges o f undertaking research with people 
with learning disabilities
Inform ed consent
While some of the findings from this study make a novel contribution to the literature on 
body image in women with learning disabilities, the study faced a number of challenges. 
The first was the process of gaining informed consent from study participants. As 
Rodgers reported on her work with learning disabled samples (1999), a series of 
decisions are required to give informed consent. In this study the women had to agree to 
meet with the researcher, listen to her explanations of the study, decide whether they 
wanted to take part, allow the interview to be tape recorded, answer questions and allow 
the researcher to analyse the information that they had supplied. The researcher was
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mindful that this was a vulnerable sample and through a careful procedure, attempted to 
ensure that the women were not exploited. Information was therefore provided in 
manageable sections in the presence of a staff member. Furthermore, the researcher 
attempted to provide safe options for potential participants to decline participation if  they 
so wished, by leaving them alone with staff members to make their decisions and asking 
staff to feedback their responses. However, as Rodgers notes (1999) some participants’ 
decisions to participate may have been influenced by the attitudes of carers or by the fact 
that participation provided the chance to do something different to the normal routine.
Communication
There are a number of problems in conducting interviews with individuals with learning 
disabilities (for a review see Finlay & Lyons, in press) and some of these were 
experienced within this study. Particular challenges arose in relation to the process of 
verbal communication. The participants were chosen on the basis of being in the mild 
learning disabilities range, and most of them demonstrated adequate verbal skills. 
However, the speech of a few was more difficult to understand. At times the researcher 
struggled to hear and decipher what was being said and needed to seek clarification. 
Consequently the tape recordings of interviews at times proved difficult to transcribe. In 
an attempt to overcome this difficulty, the researcher often repeated the participants’ 
words to facilitate later transcription of the tape recording and to clarify that she had 
understood the meaning of the women’s communication. These actions were explained 
to the women to put them at their ease. Some communications however could not be 
understood during the interviews, and the researcher had to move the discussion on to 
another aspect of interest. On some occasions, these communications proved retrievable 
from the tape recordings. It is recognised that had such information been clear at the time 
of the interview, alternative questioning may have proceeded.
Concentration
The variability in the concentration span of participants also needs to be considered. 
Whilst some individuals appeared to enjoy talking about their experiences and were able 
to do so at length, a few found it more difficult to sustain concentration. This 
characteristic of the participants interacted with the design of the interview schedule, in
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so far as more complex and sensitive questions were posed towards the end of the 
schedule when concentration was beginning to wane for some participants. The rationale 
for the interview structure was to allow sufficient time to build up rapport with 
participants before venturing into more sensitive areas. Thus, there was a tension 
between the characteristics of participants and the positioning of sensitive material. The 
length of the interviews was increased by the discussion of the women’s circumstances 
and interests in food and cooking at the beginning of the interview. Whilst the amount of 
time allocated to this section of the interview could have been reduced, it nonetheless 
facilitated building a rapport with participants. It also enabled the researcher to sensitise 
herself to the verbal abilities of each woman and to decide the level at which to pitch her 
questions. Consequently, this feature of the interview schedule was considered one of its 
strengths. One solution to the problems associated with concentration difficulties would 
have been to have met with the women on more than one occasion. However, given that 
they had already participated in another study (Johnstone, 2001), it was considered 
unethical to place additional demands upon them. Furthermore, they may have been less 
likely to participate in the study if two interviews rather than one had been required.
Interview Setting
The settings in which the interviews took place varied between participants and also 
need to be considered. Settings varied from the privacy o f participants’ own homes, 
communal areas within shared accommodation and rooms in a day centre. Where the 
interviews took place may have impacted on the women’s abilities both to concentrate 
and to share personal and sensitive information. However, the settings were more familiar 
to participants than the researcher and this may have been to their advantage.
6.3,2 The impact o f the women upon the researcher and her interviewing style.
There were a number of features about this sample of women that interacted with the 
characteristics of the researcher and influenced her interviewing style. This style also 
varied across participants in response to their heterogeneity. Of interest, however, is that 
all the women offered their perspectives both honestly and openly, and at times shared 
elements of distress. As a consequence, there was for the researcher, both an increased 
sensitivity to the vulnerability of the women and also a conflict between the roles of
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researcher, clinician, and fellow woman. This resulted in some portions of the interview 
with some of the women, an abandonment of neutrality. Whilst avoiding adopting a 
clinical role, the researcher responded to their distress as a fellow woman, offering 
empathy and reassurance. However, when the women spoke about more controversial 
aspects of their experience such as Jane’s experience of being encouraged to go into 
competition with her mother to lose weight, the researcher retained a neutral, judgement 
free stance and offered no comment on this experience.
Also noteworthy was that the women enjoyed talking about their hobbies, interests and 
general routines. Furthermore, they often digressed onto such topics when the researcher 
was following a particular line of alternative questioning. It was necessary at these times 
to resist the temptation to regain control immediately and instead to allow the women 
some temporary space for free discussion. It was felt that this promoted engagement and 
offered the women a share in the control of the interview process. Furthermore, in 
common with McCarthy’s (1998) experience of interviewing women with learning 
disabilities and where appropriate, the researcher responded to questions addressed to her 
by participants. For example, she spoke about her own size and shape in attempt to put 
the women at ease and to help clarify concepts associated with body shape and size that 
they appeared not to be sure of.
It became apparent that the women in this sample had different levels of verbal abilities 
and consequently, adherence to the interview schedule by the researcher was variable. In 
common with findings reported in the learning disability literature (Finlay & Lyons, in 
press) some women struggled to respond to open questions, whilst others were able to 
produce fluent and lengthy accounts of their experiences. For those less able, the 
interview schedule was more rigidly adhered to and acted as a tool to steer rather than 
facilitate the discussion. In contrast, for more able participants, it acted as a guide for the 
researcher to help participants make their own contributions to the discussion.
In spite of making attempts to construct sentences and use vocabulary in a clear and 
simple manner as is suggested in the literature however (Prosser & Bromley, 1998), on 
occasions the researcher’s use of language was too complex for some participants. It
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was therefore necessary to clarify phrases or questions and provide more detailed 
explanations to maximise the women’s ability to respond. Gesture was also used to help 
convey meaning and facilitate the participants’ understanding. (Other factors relevant to 
the researcher’s interviewing style are addressed in proceeding sections)
6.3.3 The interaction between people with learning disabilities and the nature of the 
material produced.
Of additional interest was the nature of the data produced by this exploratory study of 
women with mild learning disabilities. At first glance, it appeared that the women could 
not answer some of the questions relating to their bodies and that they particularly 
struggled with direct questions about their size and shape. However, when the transcripts 
were examined in greater detail, the richness of the data emerged. Although some of the 
women experienced difficulties in responding to direct questions about their bodies, they 
did make spontaneous and open reference to their size and shape in other sections of 
their interviews as they spoke more fluently and answered direct questions on other 
subjects such as dieting and health. It may be that discussing the one’s own size and 
shape is a less familiar and comfortable topic than other more commonly socially 
discussed topics such as dieting. Furthermore, individuals with learning disabilities have 
been shown to respond in error or with biases to questions of a sensitive nature (for a 
review see Barnett, 1998). Additionally, in this study they were being asked to speak 
about a sensitive topic with someone unfamiliar. It could well be that a combination of 
such factors resulted in the women finding it both more difficult and less socially 
acceptable to speak about their bodies when asked about them directly.
The nature of the individuals’ learning disabilities also played a role in the diversity of 
the emergent transcript material. It interacted with the style of questioning that was 
required to promote understanding and elicit responses, which in turn affected the types 
of responses that the women offered. Diane for example was autistic and required more 
prompting and leading questions, as she tended to remain unresponsive when asked those 
of an open style. However, these types of questions have been associated with 
acquiescence and suggestibility (for a review see Kebbell & Hatton, 1999) and could 
clearly have the potential to influence responses in an unhelpful way. Despite the fact
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that her responses were brief and somewhat stilted, concerns about acquiescence and 
suggestibility, were not supported in Diane’s case, as her responses appeared consistent 
throughout her transcript. Conversely, greater caution was required in interpreting the 
transcripts of other participants. Acquiescence was noted, for example, in Susan’s 
transcript as her responses to pairs of reverse-order questions led to contradictions. 
Reverse-order questions have been shown to have some validity in the assessment of 
acquiescence (Sigelman, Budd, Spanhel & Schoenrock, 1981). In general therefore, it 
was necessary to reflect on the way in which the women’s learning disabilities impacted 
on their responses during the interviews and treat ambiguous responses with extreme 
caution. On occasions, the researcher’s interpretations of such responses were based on 
the context of the entire transcript and her experience of the interview, however, it 
sometimes felt necessary to exclude this type of material from the analysis.
6.3.4 The impact of theory and the researcher upon the research processes
It is also important to acknowledge the impact of theory on the research process within 
this study. The body image, eating disorder and learning disability literatures served as 
guides when designing the interview schedule and thus acted as sensitising concepts that 
influenced the researcher’s perspective As a result, the structure and content of the 
interviews were informed by these concepts. Whilst this is process is acceptable within 
the framework of IRA (Smith, 1995), the nature of the women’s communication 
difficulties resulted in the researcher taking a more active role in the research process and 
adhering more closely to the structure of the interview schedule than anticipated. As 
researchers who have used similar methodologies with learning disabled samples have 
found (McCarthy, 1998; Booth & Booth, 1994), this led to the researcher being 
somewhat more directive than would have been theoretically desirable. Thus, there was a 
tension between the researcher’s seeking out information within a given format and 
theoretical stance, and adhering to the ethos of IRA by promoting the expression of the 
women’s perspectives and experiences.
The women nevertheless showed strength in rising above the structure imposed by the 
researcher and made their own spontaneous and revealing contributions to the 
discussions. They also illustrated the limitations of using more structured styles of
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questioning by showing discrepancies between their responses to direct questions and 
their spontaneous remarks. The example detailed earlier about their responses to direct 
questions about their bodies for instance stated that many of the women struggled with 
these questions but they nevertheless provided the answers to these questions in their 
spontaneous speech. Similarly, the women’s responses to direct social reflexive 
questions, where they were asked to think about how others evaluated or viewed them, 
were also limited. Yet, during other parts of the interviews they demonstrated a 
conscious awareness of these concepts. Directive questioning styles therefore appeared 
restrictive as they failed to access many aspects of the women’s perspectives. More open 
free discussions, over greater time periods may have added to the findings of this study.
After having adopted a more directive stance during the interview process, at the stage of 
analysis, it was necessary to detach as far as possible from the researcher’s original 
preconceptions associated with the literature. Only by doing this could the women’s 
own perspectives emerge from a consideration of the entirety of the transcripts. 
Furthermore, it was noted that themes emerged over larger than anticipated extracts of 
data as a result of the questioning style and the nature of responses offered by the women.
6.3.5 Strengths and limitations o f the study
This study had a number of strengths, some of which have already been outlined. It 
recognised the vulnerability of learning disabled client groups and attempted to protect 
their rights to decline participation in research. It recognised the sensitivity of the topic 
under discussion and offered the women a share of the control in the interview process. 
Furthermore, the researcher built trust and rapport with all of the women, enabling them 
to share their perspectives both openly and honestly. Conscious efforts were also made to 
promote communication thus enabling the women to make meaningful and valuable 
contributions to the research. In addition, the researcher made attempts to clarify the 
perspectives of the women throughout the interview process as an additional check that 
the correct meaning had been assigned to their words. These design features enabled the 
study to achieve its aim of exploring the thoughts and feelings that women with learning 
disabilities held in relation to their bodies. Furthermore, a consultant clinical 
psychologist read all ten transcripts, identified similar themes to those that emerged from
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the analysis and considered the findings to be a valid interpretation of the women’s 
perspectives.
The study was to some extent, however, limited by the nature of the interview schedule. 
With hindsight, data may have been richer with the use of a less directive and less 
structured interview format that allowed the participants to speak more freely. However, 
it is often necessary to adopt greater structure when interviewing learning disabled 
populations (McCarthy, 1998), so there is a balance to be struck between structure and a 
more open interview format. An alternative solution would have been to carry out the 
interviews over a number of sessions, possibly incorporating visual aids. Nevertheless, 
the women were able to rise above the limitations of the study processes and make 
interesting, informative and valuable contributions to the literature on body image in 
women with learning disabilities.
6.4 Clinical implications and directions for future research
In spite of the heterogeneity within this sample, it was clear that the women experienced 
and expressed similar pressures and views in relation to their bodies to those reported in 
the general female population. Of course, given the size of the sample, their particular 
characteristics and the nature of their experiences, the ability to generalise these findings 
to other groups of women with learning disabilities cannot be assumed. Nevertheless, a 
number of important findings emerged that may be of relevance to other learning 
disabled women.
Particularly noteworthy was that in common with the general female population (Grogan, 
1999), the women in this study drew associations between the size and shapes of their 
bodies and their intake of food. Some expressed dissatisfaction with their bodies and 
some implied that others had encouraged them to lose weight. Consequently, many had 
altered their patterns of eating in order to acquire more desirable body sizes and shapes. 
Given the pressures that they appeared to experience to be thin and their preoccupations 
with dieting, it is perhaps not surprising that eating disorders appear to be increasingly 
more widespread in this population.
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However, although this study showed a link between the eating patterns of the women 
with learning disabilities and the thoughts and feelings that they had in relation to their 
bodies, to date little is known about the factors that may influence the development and 
maintenance of eating disorders in these populations. The consequences of dieting 
behaviours also remain unknown. Given the similarities between the reports of the 
women in this study and those reported by many other women however, the general body 
image literature may usefully inform this growing area of interest.
Of concern however, is that individuals with learning disabilities are a vulnerable group, 
who are often dependent on others. As this study suggests, those with whom they 
interact have the potential to impact on their thoughts, beliefs or behaviours. One ethical 
dilemma is that although people with learning disabilities should be supported in gaining 
independence and making choices, as McCarthy (1998) points out, supporting and 
encouraging individuals to diet may increase their risk o f succumbing to the pressures to 
be thin. Efforts to support people with learning disabilities to make choices about their 
bodies should therefore be approached with care, as it is not clear whether encouragement 
from others could influence the development of disordered patterns of eating. Further 
research to establish factors relevant to the development of eating disorders in this 
population would therefore be welcomed.
In addition, future research must establish the extent to which being learning disabled 
may impact on the way individuals think and feel about their bodies and in turn whether 
this compounds the risk of developing eating disorders. In particular, it would be of 
interest to assess the impact of factors such as suggestibility, the effects of feeling as 
though one belongs to a stigmatised social category and self-esteem. The latter two are 
especially relevant as it is suggested that individuals with learning disabilities who 
experience stigma are more likely to experience low self esteem (Szivos-Bach, 1993) and 
low self esteem in itself is a known risk factor for the development of eating disorders 
(Button et al, 1996). In addition, investigations into factors that appear to protect 
individuals with learning disabilities from developing eating disorders would also be 
welcomed. Research of this kind may enhance assessment methods for clinical 
disturbance, enable potential risk factors to be reduced and inform clinical interventions.
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A number of useful lessons can also be drawn from this study in relation to interviewing 
people with learning disabilities. These can inform both clinical and research practices. It 
was noted that valuable and informative insights into the perspectives of the women were 
best gained from their spontaneous comments and remarks. Direct questioning 
techniques proved less useful as responses misled the researcher into thinking that certain 
perspectives, such as thoughts of how others make judgements on the grounds of 
appearance, were absent. Future research methodologies and methods of clinical 
assessment must therefore interview learning disabled individuals in ways that enable 
their spontaneous and more elaborate verbalisations to be maximised. This may mean 
holding assessments or interviews over a number o f sessions and determining relevant 
background information from significant others.
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7.0 Conclusions
This exploratory study highlighted the importance of body image to a sample of women 
with mild learning disabilities. It also identified similarities between the thoughts, 
feelings and attitudes that these women voiced in relation to their bodies, and those 
reported by many women in society. Pressures to conform to thin body shape ideals were 
noted as was the prevalence of dieting behaviours associated with attempts to lose 
weight.
A number of key questions yet to be addressed on body image and eating disorders in 
learning disabled populations were outlined. Suggestions were also made as to how the 
views of individuals with learning disabilities might usefully and reliably be accessed in 
future studies.
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In terview  Schedule
1. Introducing the Interview
7 /fÆe to W& to yow o6owt /ot  ^o/"t/zmg  ^to&zy. /'m reo/Zp /Mtgrg^ tg<7 m t/ze t/zmg^
t/zot ore ôMportwzt to)/ow o6owt t/ze woy jyow /oo l /  W o/^o Me to to/7 to )/ow o6oz/t yôo<7 
ozz<7 t/ze z^ze ozz^ / j/zopea q/"peqq/e 6o(7ze& 7/\yo% «To» Y zzzz^e t^oW ^ ozzzet/zzMg, /  wz// tzy
to explain it in a different way.
2. Getting to know the participant
This section will be tailored to the client according to general information gained from 
the keyworker. The aim will be to help the participant feel at ease with the therapist and 
share general details about themselves.
o f o//, 7 wow/<7 Me to get to Æ?zow yow o 6zt. 7,gt t^ort to/7z7zg Mowt /zvztzg /zgre
and the things that you do during the week.
So you've been living here f o r  and your keyworker i s .........
Example of Questions in the Section 
How many other people live here?
Tell me what it’s like to live here 
What things do you do around the house?
What things do you like / dislike about living here?
Tell me what you do when you go out?
Do you go to a day centre / college / work?
What do you like to do / where do you like to go most?
What things don’t you like doing?
Do you have any hobbies?
Do you watch television?
What is your favourite programme?
Who’s your favourite person in ... ?
What do you like about... ?
3. Food and Eating
7f'a fzzce to &z?ow a /ztt/g 6zf Moz/f yow. T/zoMs. Now 7W Mg to oM yow Mo%tfbo<7 oW
g O t Z f Z g ?
General Questions 
Do you like eating?
Tell me what kinds of foods do you like to eat?
What foods don’t you like?
Do you eat the same things as the other residents?
Are there any foods you are not allowed to eat?
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If y es... what and why?
If appropriate Is the food different to what you used to eat a t  (other
accommodation)
What’s different?
Questions about Cooking & Healthy Eating 
Do you do any cooking?
Tell me what you like to cook?
Do you ever watch cookery programmes on the television?
Have you heard of the words healthy eating?
Tell me what you think healthy eating means?
Tell me what food is good to eat?
Tell me what food is bad to eat?
Has anyone ever talked to you about food - about what is good or bad to eat?
Have you ever seen a television programme where they talked about what is good or bad 
to eat?
Questions about Dieting 
Do you know what a diet is?
Have you ever been on a diet?
Have you ever been on a secret diet?
Tell me what happened when you were on a d ie t... explain... - who said or did what / 
what changed?
Who told you to go on a diet?
Why did you (need to) go on a diet?
Did you get bigger / smaller / stay the same?
Have you ever been bigger or smaller than you are now?
4. Own Body Image
(Perceptions /  Thoughts /F eelings /  Attitudes o f  Own Appearance)
/b r  W/mg mg a// o/" f/zoag Wow 7W ZzÆg fo yo% aomg gwgjfzoM,?
obowf yowr bo^y. fgop/g jomgfzmg.? r/zmA obowf f/zg azzg oW  Wzopg o/' f/zgzr boofzg.? oW
they have thoughts and feelings about their bodies. I ’d like to talk to you about how you 
feel and what you think about your body.
Questions about Attitudes. Thoughts & Feelings 
Tell me about the size / shape of your body.
Tell me some words you would use to describe (the size / shape of) your body?
Do you like (the size / shape of) your body?
Tell me what you like about your body?
What’s the favourite part of your body?
Are there any parts of your body that you would like to be different?
Tell me which parts / why?
If we had a magic wand would you change any parts of your body?
Tell me what you would change / why?
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Tell me what part of your body you most dislike?
Why?
Questions about Weight Perception
Do you know how much you weigh (how heavy you are)?
Do you have scales in your house?
Do you weigh yourself or do staff weigh you?
How often ? Why?
Do you ever think about your weight?
Would you like your weight to stay the same or change?
If change ... .Would you like your weight to be more or less?
Tell me why you would like it to change?
General Questions on Beliefs about Appearance
So ... you've told me some o f your thoughts about your body and you weight...
Do you ever worry about the way you look?
Would you like to change the way you look?
Do you think it is it important to look nice?
Tell me why it is important to look nice?
Tell me some things you do to make yourself look nice?
Tell me what you can’t do that you would like to do to look nice?
Do you think people should look different from each other?
5. Influences from Others & the Environment.
Thank you for telling me about the way you think about your body and the way you look. 
Now Fd like to talk about what you think other people think about you. Sometimes when 
we think about ourselves, we also think about what other people say about us. Give 
example using friend /  member o f staff.
Questions about the Perceptions of Someone familiar
Let’s pretend we had one of your friends / member of staff here.
Tell me what they would say about you?
How would they describe you?
Tell me what they would say about the way you look?
Tell me what they would say if they were describing your body?
Tell me what they would say about the kind of person you are?
Tell me what you think they like most about you?
Tell me what they would say they didn’t like about you?
Thank you. Now I'd like to ask you about the things that are important to you about the 
way you look and the kind of person you are. The things that you like other people to see 
and things you don’t want other people to see.
Questions about the Perceptions from the General Public 
When other people look at you what do you think they see / notice?
Tell me what good things they would say / think about you?
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Tell me what things they might say / think that you wouldn’t like?
Do you ever worry about what other people think about you?
Tell me what you worry about?
Previous Experience of Feedback from Others
Now Fd like to ask you about things people might have said to you.
Have people ever talked about the way you look?
What about family / friends / staff?
Tell me what they said?
Did they say any nice things ... such as T like your hair’ or ‘You look nice in that 
jumper’?
Has anyone ever said anything about you that you didn’t like?
Has anyone said anything you weren’t suppose to hear?
Has anyone said anything when they thought you weren’t listening?
Has anyone ever teased you about the way you looked?
Tell me what it was? What did they say?
Questions about the Desire to Conform
Have you ever wanted to change something about the way you looked because of 
something that someone said to you?
Have you ever wanted to change something about the way you looked after watching 
something on the television / after seeing something in a magazine / after hearing 
someone talking about how to look good?
Have you ever wanted to change the way you looked so that you look more like someone 
else?
Tell me who that was? Why? Tell me how you wanted to change?
Is there someone you would like to be like?
Tell me why you would like to be like ... ?
Tell me what you like about that person?
Tell me what you think other people might like about that person?
Thank you for answering all my questions. Is there anything else you would like to tell 
me that we haven't talked about?
310
Major Research Project: Appendix
A ppendix 2
Letter confirming ethical approval from local Health Authority Research Ethics 
Committee
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Date: 22nd January 01 
To: Rachel Probert
Dear Rachel 
RE: OARBLD(278)
REF: to be quoted on all future correspondence please
Thank you for sending us the above research submission and I now confirm that 
Chairman’s Approval has been granted to go ahead with this trial.
In future, The Committee would like to follow up all new trials. Therefore, we 
would be grateful if you could send us an update after a period of a year from 
the commencement of the study with the following details:-
1. Is the research still continuing?
2. If it is, at which stage has it reached:
2.1. Data being collected
2.2. Data being analysed
2.3. Research being written up
2.4. Research published.
N.B. If you are sending any Protocol Amendments to us, please ensure that you 
HIGHLIGHT the areas of change.
Thank you for your trouble.
Yours sincerely,
Manager -  
(CA) 312
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Appendix 3
Letter confirming ethical approval from the Advisory Committee on Ethics at the 
University of Surrey
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10 April 2001
Miss Rachel Probert 
Trainee Clinical Psychologist 
Department ofPsychology 
University of Surrey
University 
of Surrey
Guildford
Surrey GU2 7XH, UK 
Telephone
+44 (0)1483 300800  
Facsimile
+44(0)1483 873811
Dear Miss Probert
Investigating the body image concept of women with learning disabilities 
fACE/2001/27/Psvch) -  FAST TRACK
I  am writing to inform you that the Advisoiy Committee on Ethics has considered the 
above protocol under its ‘Fast Track’ procedure, and has approved it on the understanding 
that the Ethics Guidelines are observed.
This letter o f approval relates only to the study specified in your research protocol 
(ACE/2001/27/Psych) - Fast Track The Committee should be notified o f any changes to 
the proposal, any adverse reactions and if the study is terminated earlier than expected 
(with reasons). I enclose a copy of the Ethics Guidelines for your information.
Date o f approval by the Advisory Committee on Ethics: 10 April 2001
Date o f expiry of the Advisory Committee on Ethics approval: 09 April 2006
Please inform me when the research has been completed.
Yours sincerely 
Catherine Ashbee (Mrs)
Secretary, University Advisory Committee on Ethics
cc: Professor L J King, Chairman, ACE
Dr Linda Dowdney, Supervisor, Dept ofPsychology
Victoria Hill, Co-Investigator, South West London & St Georges MHS Trust
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Appendix 4
Consent form to forward the name of a potential participant to the researcher.
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Consent Form
Participants who want to think about taking part in a second
project.
• Sarah Johnstone has asked me if I will think about taking part 
in a project with Rachel Probert.
• I will think about taking part.
• I am happy for Sarah Johnstone to give my name to Rachel 
Probert.
• I am happy for Rachel Probert to contact me and give me some 
information about her project.
• I know that Sarah Johnstone will not talk to Rachel Probert 
about the things I have said to her unless I give her my 
permission to do so.
• I know that if I decide not to take part in Rachel Probert’s  study  
it will not affect me and I will not have to give a reason.
• If Rachel Probert contacts me, I can still change my mind. If I 
don't want to speak to her, she will not try to contact me again.
Name of person taking part Date Signature
Name of Researcher Date Signature
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Thoughts about our Bodies
Inform ation S h eet
My name is Rachel Probert. I am training to be a Clinical Psychologist. 
As part of my training I am going to carry out a research project.
I know that you talked to Sarah Johnstone for her research project. It 
was about how people can look different from each other. I want to ask 
you if you will talk about these things a bit more with me. Before you 
decide, I want to tell you what the project is about and what it means to 
take part. It is important that you take time to decide and read this 
information carefully. You can talk to your keyworker or other members 
of staff to help you decide if you want to take part. If there is something 
that you don't understand, please tell me and I will try to explain it to 
you.
What is the project about?
My project is looking at what people think about their bodies. People can 
have different thoughts about their bodies. One person may think that 
their body is a nice shape. Another person may wish they could change a 
part of their body. This project looks at the thoughts you have about 
your body. It also looks at the things that can change the way you think 
about your body.
Why did I ask you to take part?
I asked you to take part because you have already talked to Sarah Johnstone about how 
people can be different in their body shape. I would like to talk with you some more 
about what you think about how people look.
What will I have to do if I take part?
If you decide to take part, I would like to talk to you for about one hour. 
Before we start talking I will turn on a tape recorder. Let me tell you 
about the tape recorder:
• The tape recorder will record everything that we say, in order to help 
me remember what you tell me.
• No one else will listen to the tape except me.
• When I listen to the tape, I will write down everything that we said.
• I will keep the tape in a safe place.
• When I have finished the project, I will remove our voices from the 
tape.
When we start talking I will ask you some questions. These are some of 
the things I might ask you:
• I will ask you about yourself.
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• I will ask you about the things you like to do and the things you like 
to eat.
• I will ask you how you feel about your body.
• I will ask you about the things that you like about your body and the 
things that you don’t like.
• I will also ask about other things such as what you think other people 
might say about you.
When we are talking we will follow these rules:
• If there is a question that you don’t want to answer, you don’t have to 
answer it.
• If you don’t understand a question, I will tiy to explain it better.
• We can also have a break and switch off the tape recorder if you want 
a rest.
• If you get upset while we are talking, we will stop the tape. I will ask 
you if you want to carry on or if you want a break, or if you want to 
stop completely.
• I will also remind you that you can stop taking part at any time.
Do I have to take part?
It is up to you to choose if you want to take part. You DO NOT have to 
take part. If you say 'YES', I will give you this information sheet to keep. 
I will also ask you to sign a form that says that you agree to take part. If 
you change your mind or want to stop at any time that is OK. It will not 
affect you in any way if you do not want to take part or continue in the 
project.
Will other people know what I have said in the meeting?
I will send a letter to your Doctor to tell him or her that you are taking 
part in this project. However, I will not tell anyone what you said in the 
meeting, unless you give me your permission to do so. I will not use your 
name when I write about what you and other women with learning 
disabilities think about body shape.
HOWEVER if you tell me something that makes me woriy about your 
safety, I will talk to your keyworker about how to keep you safe. I will tell 
you first if I am going to talk to your keyworker.
Do you have any questions?
When we meet I will answer any questions that you have. If you have 
any questions after we have met, you can telephone me. My telephone 
number is ***************
Thank you  for th in k ing  about tak ing part in  m y project.
R achel Probert
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Consent Form
Title o f Project: Thoughts about our bodies.
Name o f Researcher: Rachel Probert
• I have talked to Rachel Probert about the project and have had a 
chance to ask any questions.
• I have seen the information sheet.
• I know that this project is about the thoughts I have about my 
body and I know what I have to do if I take part.
• I understand that I do not have to take part and can stop taking 
part at any time.
• If I stop taking part it will not affect the care that I receive and I 
will not have to give a reason.
• If I get upset, Rachel Probert will stop the tape. I can decide 
whether or not I want to carry on, take a break or stop taking 
part in the project. She may also talk to my keyworker for me if 
she is worried about my safety.
• I know that Rachel Probert will not tell anyone my name or what 
I have said in the meeting, un less I give her my permission to do 
so. However, she will tell my Doctor that I am taking part in a  
project.
• I agree to take part in the project.
Name of person taking part Date Signature
Name of Researcher Date Signature
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Psych D Clinical Psychology
School of Human Sciences
Department of Psychology
University of Surrey
Guildford
SURREY
GU2 5XH
Dear Dr 
Re:
The above lady has recently agreed to participate in a study investigating the body image 
concept of women with Learning Disabilities.
After gaining informed consent, participants are asked to take part in a semi-structured 
interview, estimated to last up to one hour. During the interview, individuals are 
encouraged to speak freely about themselves and are prompted on a range of topics 
including favourite foods, things that they like or dislike about their bodies and thoughts 
about how they are perceived by others.
Participants have been assured that all information will be treated with the strictest of 
confidence and that they are free to withdraw from the study at any time, without having 
to provide a reason and without this effecting the care that they receive.
In the unlikely event that a participant becomes distressed as a result of the discussion or 
discloses something that causes concern, the researcher will speak with the participant’s 
keyworker. The keyworker will decide what, if any, action is necessary.
Should you have any queries regarding the study or require further information, please 
contact me at the above address.
Yours sincerely
Rachel Probert
Trainee Clinical Psychologist
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TrunSCfipt 7 Bold = Researcher
L xl
Perhaps we could start of by talking a bit about you so I can 
get to know you a bit more....Because you’ve told me a little bit 
about your boyfriend. Perhaps you could tell me a bit about 
yourself and your life at the moment.
My ... w e ll... sometimes I can get very moody.
Umm
I can shout quite a lot I can .. honestly I can 
Yes
And., it’s you know ... there are some things that you know .... 
I’m doing and I have when I’ve put some mood into where I’m 
living now .. I did some nasty things to my officer in charge. 
Ummm.
I called her a bitch and all of that lot .... And I really wrecked my
room
Umm..
And I really just...
How are things now?
They’re fine
Y es tell me a bit about the place where you live.
It’s a very nice place where I’m living but we’re having to do 
household jobs when we come home from ******* (Day Centre). 
We’re having to .. like tonight I’ve got to go wash up for the 
house... I’ve got to wash a floor for the house as well and empty 
the dishwasher tonight... and lay a table tonight.
Yeah... o h ...
Yes so that’s what I’ve got to do tonight.
How many other people live there?
There’s three girls ..no., four girls...
Yeah
And two fellas., because we have one fella that when I moved over
there he died
Oh... yes .... That’s sad
And we had to go to the funeral
Oh...
And my boyfriend knew him 
Umm..
Oh .... He kept saying oh., the fella that was in bed ... he said can 
I see him? Can I see him? I said yeah you go and see him.
Oh... how did you meet your boyfriend?
How did I meet my boyfriend? ... I was .... Umm... we went to a 
bam dance...
Oh..
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TrttflSCnpt 7 Bold = Researcher
Liz
In ... .not far from ******** it was in a school and I was on my 
own and he was on his own ... and .. so I asked him to dance., he 
said yeah that's fine... and then he said well why don’t you come 
round and sit with me I’m on my own... which I did. .. Then he 
said ... all of a sudden I got down to the blue and said umm.... can 
I take you outside for something ... I said what are you going to 
take me outside for? ... That was our very first kiss.
Oh...
And.... We made a cock up of the dance 
Did you?
And um.. his girlfriend before me ... used to hit him... violently
hit him
Oh...
And he doesn’t like that. ... now he thinks the world of me ... I’m 
his best g irl.. I’m his special g irl....
Ar... that’s nice
1 treat him nicely... every time he’s with me he’s so happy.
How long have you been together?
2 years
2 years .. that’s a long time.
I’m also engaged to him. (showed me the ring)
Oh... that’s lovely ...that’s really nice 
The day we got engaged he cried.
Oh...
Literally cried.
Did he?
Because he was so happy.
Are you happy with where you live at the moment?
I am yes
And does your boyfriend live close by?
He lives in ******* it’s not far 
It’s not too far.
No not too far away 
Have you got any family?
Yes ... I’ve got a mum and dad .. and I’ve got a brother that’s 
married and I’ve got a niece and nephew... my nephew is bigger 
then me. My niece she’s very nice.
Do they live locally?
c^^c^c^c^c>[e»(ci{c they llVe 10
Oh., right... so do you see much of your family?
Only ... on like mother’s day or things like that.
Special occasions?
Yeah., special occasions.
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That’s interesting
They’ve met my boyfriend.
Have they?
And my niece said oh., he’s superb ... even my mum and 
dad... even my mum thinks he’s a lovely guy.
O h .. that’s good
And that I couldn’t meet anybody better.
Yeah... tha t’s really nice ... you sound really happy.
I am ... I’ve been up to his sisters .. sister-in-laws place and she’s 
very nice.. I said could I get engaged to your brother and she said 
oh yes yes yes ... umm .. I was in the loo and he was busy talking 
to his sister-in-law and he said what do you think of her ... oh 
she’s a lovely girl .. you must hang on to her ... she knows what 
she’s talking about.. Because one .. what was it ... one n ight.. he 
walked all the way from .. we had a little social club here... we 
used to join this., he walked all the way from here back to home .. 
in the dark., and I was worried. I said never ever do that again to 
me ... and his sister -in-law said you dare ... she knows what 
she’s talking about... you take her advice you keep her .. she’s a 
lovely girl.
Umm... thanks for telling me all about th a t . .. have you got any 
hobbies at all?
I like knitting... I like doing word searches. .. Sometimes I like 
listening to pop music which I’ve got a CD player with a cassette 
in it and radio.. I like doing that or sometimes I like writing letters 
to my boyfriend and telling him loads of news.
Do you?
Yeah
That’s lovely .. and how many days a week did you say you 
come here?
Till Friday
Until Friday .. so you’re at home on Mondays and it’s Tuesday 
to Friday.
Yes
Do you do anything else? Do you have any other clubs that 
you go to?
I go to a club on a Friday and I’m also now on... a member of the 
Mencap Society.
Are you?
I am
That’s interesting ... what do you do for that then?
Well .. we have um.. loads of talks about housing and how to get 
new recruitment and things like that.
327
129
130
131
132
133
134
135
136
137
138
139
140
141
142
143
144
145
146
147
148
149
150
151
152
153
154
155
156
157
158
159
160
161
162
163
164
165
166
167
168
169
170
Major Research Project: Appendix
TrunSCfipt 7 Bold = Researcher
Liz
Umm.. that sounds really interesting... do you watch much 
television at all?
U m m  .. not m uch because I ’m  so busy .. only w hen I ’ve got tim e 
to w atch it yeah..
Okay..
I have been to  a  ..well ... I played it cool the first tim e I w ent on 
M encap ... I stayed in  a five star hotel.
Oh great where was that?
D ow n in M aidstone
Oh ..gosh., that must have been nice.
Oh., yeah .. I had m y ow n room  .. had m y own bath  to  m yse lf ..
had m y ow n phone in m y ow n room... and a bathroom  to m yse lf...
had m y ow n coffee and tea facilities
Wonderful
Y eah
That’s great .. well thank you very much for telling me a bit 
about you. I feel as if I know a little bit about you now.. 
Perhaps we could talk a bit about food and eating now.
Yes
Do you like eating?
Yes
Yes .. can you tell me what kind of things you like to eat?
W ell ... I ’m  .. I don ’t like too hot curries but everything else I w ill 
eat.
Yeah
A nything else yes
Do you have a favourite thing?
I like m aking m yse lf .. I like doing the savoury m ince for my 
boyfriend.. M y boyfriend’s tried  it and he said it’s absolutely 
perfect.
Yeah? Savoury mince?
A nd I ’ve often cooked a V ictoria Sandw ich um m  sponge cake for 
him  as well
Have you? So you like a mixture of sweet things and cooked 
meals do you?
Yes ... but som etim es I have to c h e a t .. we had a C hinese take-a­
way last Saturday ... I thought I ’d try  him  on praw ns .. praw n 
chow  m ien and he said to m e urk .. I don’t like praw ns .. I said 
how  do you know  you haven’t tried them ?
Um
So I tried him  on t h a t ... he said it’s alright . . i t ’s alright ... the fact 
is he w on’t eat much.
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Will he not?
No
So you have more trouble with him than with yourself.. with 
food?
I do yes.. I do .. he eats so m uch and then he ’ll say I ’ve had enough 
..and I ’ll say com e on you can finish that. I t’s no good your not 
w asting it.
Umm... are there any foods that you’re not allowed to eat for 
any reason?
I cannot eat boiled  eggs 
You can’t eat boiled eggs?
No m y m um  know s w hen I was little I used to really m ake m yse lf 
feel sick
Oh right.. so you’ve not eaten those since then?
No
Is there anything else that you can’t eat?
N o it’s ju s t that and curry I ’m  not too hot on curry.
Right.. any curry you don’t like?
I don’t m ind i f  it’s a m ild  curry. B ut i f  i t ’s a hot curry no way. 
Um... and do you eat different food now to when you were in a 
different house?
Yeah ... w e’re com ing down., w e’re eating pastas and  shepherd’s 
pies and liver and chicken and whatever.
Right... where did you used to live before?
I used to live over in ********
Yes? Was that in a group home?
Yes
Have you ever lived in a different setting to a group home?
No
No you’ve always living in group homes?
I used to live w ith m y parents and then m y parents w anted m e .. 
m y m um  w anted m e to  get m ore independence... so she thought it 
was about tim e I m oved out.
Right...
To get some m ore independence see.
Are you glad you did that?
W ell ... some ways I .. som e w ays yes bu t... i t’s the dreaded, 
dreaded weekends., you get .. i t ’s like I had a few  days o f f  over 
E aster w ith m y folks and it the dreaded days that.. I hate to com e 
back you know..
Yeah..
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And I wish I could stay with them a bit longer you know... 
because my mum used to get ringing in her ears... tinitus.. and .. 
which my boyfriend’s got now., he’s got the same 
Oh..
And he’s on a course of tablets and these tablets are doing., he’s 
just wonderful.. They’re just doing great.
Umm.. so going back on to the topic of food... do you do much 
cooking?
I .. yes I do... but I have .. I have done it on my training day I do 
cooking with one of the other girls.
Yes
And I have got now ... what they call goal plans.
Yes
Where as to going my confidence to read the whole recipe., recipe 
right.. get it all right and then I score points.
Oh I see ... that sounds good.
Well I made some cakes on Sunday and .. which was alright but it 
turned out alright., but I put all my stuff ... my flour in before I 
should have kneaded it.
Right... okay .. so you are just trying to work on some of those 
things are you at the moment? .... To get yourself into super 
cook status
I am yes 
Great
Yes I am
So is there anything in particular you like to cook more than 
other things?
I cook anything .. I .1... I haven’t tried a chicken dish yet but I 
thought I’d .. if it was nice this weekend., if it was hot ... I would 
make my boyfriend., rustle up my boyfriend a salad.
Yes
Because we’re going to a party on the Saturday afternoon.... Down 
at a friend of mine’s house.
Y es..
It’s not a birthday party it’s just for a party for how long she’s been 
with her boyfriend., how long I’ve been with ... it’s a sort of 
double celebration in other words.
Yes? That sounds nice.
like how long me and my boyfriend have been together... it’s 
going to be like that.
Yes... so let’s go back to cooking again...do you ever watch 
cookery programmes on the television?
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I .. when .. I do at my mum’s place yes... when I’ve got time on 
my., when I’m not really doing anything., but in like on my 
training day I don’t have much time because., because I have to do 
as I said I have to clean the bathroom out do my own housework.. I 
haven’t got much time.
Okay that’s alright...
Maybe in the evenings I .. when I haven’t got anything else to do I 
may..
You may do it?
Yes
Okay ... have you heard of the words healthy eating?
yes
Do you know what they mean?
Umm.. that means to umm.. eat healthily and not have fatty foods. 
Okay ... and what do you think are the things that are good to 
eat?
I think they’re wonderful yeah
Umm.. what specific foods are good to eat?
Salads., pastas... fish ... sometimes rice thing like that yeah 
What food is bad to eat?
Like fatty chips... brownies and things like that.
Yes? Anything else?
Sweets .. and things like that
Has anyone ever talked to you about food and told you what’s 
good and bad to eat? ... Where do you think you know these 
things from?
Well you learn from .. you look at the recipe and if  it’s got too 
much substance in i t .. like sweet things., sugar too much sugar or 
anything... then you think., you look at the recipe and you think 
no.
Right.
It’s not very appropriate
Right... okay ... where do you think you know that sweet 
things are bad for you and fa t... how have you learnt that?
I’ve learnt that by looking in the recipe books... I have been 
through a recipe book
Oh., has anyone ever given you advice on what food to eat? 
Well... umm... our staff talk to us., oh you don’t have .. oh if it’s 
got too much substance umm.. sugar ..or anything that, they have 
said that you know it’s fattening.. you don’t want it.
Right, so the staff give you some advice about that.
That’s right yes
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296 Okay... what about television programmes? Have you ever
297 seen anything on the television about what’s good and bad to
298 eat? Or in cookery programmes
299 Pause
300 Or is it difficult to remember?
301 It’s very difficult to remember
302 What about magazine articles? ... Do you ever look through
303 magazines?
304 I do.. I kind of glance through them .. and then I ..I don’t have
305 much time to as I say I’m busy.. trying to take up my mind
306 So you’ve not really seen anything in a magazine about food
307 or., exercise or anything like that?
308 N o .. no ... I do a lot of walking.
309 Do you?
310 Down into a park where we have to catch our coach.. I used to
311 walk down to my boyfriend’s as well
312 Oh..
313 So I’m a good keen walker
314 You’ re keeping yourself fit then
315 I am
316 Do you know what a diet is?
317 Yes not to ... to cut out the main things that you like .. like cake
318 and buns and not to eat them
319 Right... what do you think the reason is for being on a diet?
320 You get too fat and your blood pressure could go up high.
321 Umm ... have you ever been on a diet?
322 I have.. I have..
323 When was that?
324 My mum used to put me on a diet and cut down on the things I
325 used to .. I used to the thing with me is that I used to pig out a lot
326 on biscuits., and cakes
327 Cake and biscuits...so was it when you were at home that you
328 went on that diet?
329 Yes
330 Have you ever been on any other diets?
331 Umm.. no
332 Have you ever been on a secret diet.. where no one else knew
333 about it?
334 I have been on a .. I have done.. I have been to weight watchers
335 Oh have you?
336 Yes
3 3 2
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337 When was that?
338 Well ... that was one evening when I used to live in ..******* yes
339 I’ve been on that yes.
340 How did you find that?
341 That was brilliant yes.
342 Yes? What did you have to do with weight watchers?
343 You had to cut out all your cakes and your sweets and your
344 whatever
345 Yes
346 And.. they give you.. they used to have.. they used to have units.
347 Did they?
348 And so many units that you are allowed to have and no more.
349 Right..
350 If you go over that that’s it.
351 Yes., and did you have to write things down or tell them what
352 you’d eaten?
353 No you’d get weighed and you have to tell them what you’ve had
354 and what you’ve not had.... One point... they do reward you.
355 Umm..
356 By .. if you keep your weight down they give you a little charm
357 like type thing like a little coffee cup.
358 Oh..
359 And they reward you with that.
360 Do they?
361 Yeah
362 And... did you find it was a good experience to go to weigh
363 watchers or a bad experience?
364 It was a good idea because .. I was .. I was .. my mum said oh you
365 must do something about your weight., you’re getting... to look
366 like you’re pregnant woman. Yeah
367 How did that feel to be told that?
368 That felt awful I had to do something about it.
369 Did you?
370 Yes ... but now I’m eating healthy foods like pastas and
371 shepherd’s pies and things like that. I’m., people look at me now
372 and think my God.. you look brilliant.
373 Were you different before then?
374 I w as.. I put on such a hell of a lot of weight.
375 Did you?
376 I did.
377 Oh ... so you’ve lost quite a bit then?
378 Yes I did.
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I see ... so what else happened when you were on that diet with 
weigh watchers? Was that the main time that you lost your 
weight?
It .. it .. well sometimes I used to think oh well.. I’ll sin for a 
minute., and go back to it the next day but ...you think you know 
afterwards am I doing the right thing or am I not? I have to tell 
them what I’ve done yes.
And what was your aim being on that diet?
To set a good target.
To set a good target... and to lose weight to that target?
Yes
Why were you wanting to lose weight?
W ell... I looked a t .. I looked at myself one day and I thought urr 
.. I hate myself. I must do something about it.
Mmm...so was that because of the way you looked that you 
wanted to change?
Yes... my mum said..
It wasn’t because of your health or anything?
And she said no man would want you if you’re going to be too fat. 
Oh dear... that must have been quite a difficult thing to hear.
Yes ... whereas now my boyfriend can really powl (squeezed 
hands around her waist).
Yes .. okay ... so when you went on that diet with weight 
watchers then ... it sounds as if your mum was encouraging 
you to do that...
That’s right
Did anybody else tell you that you should go on a diet?
N o .. I just thought I must do something.... I must go and do it 
Yes ...thanks for telling me a bit about that
That’s alright
Umm... now I’d like to ask you some questions about your 
body... sometimes people think about the size and shapes of 
their bodies and they have thoughts and feelings about their 
bodies. I’d like to talk to you about how you feel and what you 
think about your body.
W ell... I don’t mind my body at the moment... but umm.. it’s nice 
to hear that I’m getting nice compliments from my boyfriend.
Yes
But the thing I do hate is ...you know ... when you have your 
period.. I .. I .. that is the time when I get moody.
Do you?
I get terribly moody and um.. I ... I...just sometimes my stomach 
feels like I have got a balloon and it’s pow! Going to explode.
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Umm... do you feel that your body shape changes when you 
have your period?
That’s right.
How does it change then?
It changes me a hell of a lot.
Mmm
You know and even my boyfriend said you know.. I said I’ve just 
got something that you don’t get please be gentle with me., please 
you know..
Yeah..
I’m feeling a bit ..and he goes I know what you’ve got yeah.
Oh..
He’s very understanding about that 
Is he?
Yes
That’s nice...
Well .. you know sometimes .. I’ve had umm .. before I met this 
boyfriend . I had somebody that nearly constantly wanted to have 
sex with me.
Oh..
And that really hurts.
Yeah
And.. he used to come down here and take me down the woods on 
the club night and I thought oh no... I’m not happy about this.
Yes
And really really., get really.... really press his weight on top of 
me
Oh., dear..
And when I had my periods I had an awful pain and I had to just 
go up to my room and lay down for a couple of ...couple of. it 
took me a long tim e.. it would take me right up until the afternoon 
to really get over it.
Yes .. oh dear okay .. talking a bit about bodies and
things ... can you tell me some words that you’d use to describe 
your body?
W ell.. umm ... as I say my boyfriend loves my little .. my waist 
now but I sometimes I.. I sometimes said to my mum I said I wish 
he wouldn’t ...you know ....when I have my period., he does 
(demonstrates how boyfriend puts his hands around her waist)
He squeezes you does he?
Oh yes... I said don’t please., try to tell him don’t but I except it 
Yeah..
I just think oh well except it... what you’ve got
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How would you describe the size and shape of your body?
I don’t really know about that... I wouldn’t really know.
No?
No
So in terms of the size ... I mean some people might think 
they’re short or tall or medium or....
I’m very short 
Your short
Very short.... If I take my shoes off I’m very tiny.
Right ... and what about size? ...Some people think they are 
very thin.. or medium or large ....
W ell.. in clothes now I’m taking a what.... 14 
Umm..
I used to take a 16.
Right ... so you’ve reduced your size then. ... So what size 
would you call a 14 ?
Medium
About medium., yes...
Yes medium size..
Do you like the size and shape of your body?
I think now that I have come down to slim down a bit yes.
Yes
Yes I do
What do you like about your body?
W ell... it’s nice to feel that you’re not carrying a lot of weight., on 
top ... whereas I used to carry a hell o f a lot of weight.
Did you?
Yes ... I’m feeling now that I’m not carrying so much weight. 
Right, okay ... what’s your favourite part of your body? Have 
you got a favourite part?
Pause
That you think is your best feature.
W ell... I don’t really know actually...
You haven’t got a favourite part.
No
Have you got a part that you wish would be different?
Pause
Something you’d like to change.
My ... I have said to my ..I have said this to my mum because I’ve 
got a slight squint.
Umm.
Well I have said I would like to change my eyes.
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Have you?
But there was a bit of rejection there. I went to a surgeon to ask his 
advice to see if I could have anything done ‘I’d advice you not to 
actually’.
Oh..
Because if  I did that would set me off with double vision.
Oh., and at least you can see okay at the moment
You would have three of everything
Oh..
And he said I know there are some people that have had this done 
and they’ve really cried and they’ve really resented it.
Oh... well at least they gave you the information so you could 
make a choice didn’t they?
Yeah
Then it was up to you to choose then I suppose.
Yes. And also I .. my legs were like that (indicated legs being 
bowed) when I was little.
Were they?.. turning inwards
Yes .. they had to straighten them right out.
Oh...
And I’ve had loads of operations and things like that.
Oh..
And I used to work a t .. not far from where my boyfriend lives., 
and one day my legs really puffed up in the summertime, oh God 
.. what’s going to happen., what’s happening and I went you know 
... to the old *** ******* (hospital) and he put electrodes on me 
I’ve had that done.
Yes
And he said .. well I went in to see this doctor and he said.. I just I 
literally cried.
Oh..
Because he said I’m very very sorry to have to tell you this all your 
operations and all you’ve had done has damaged your whole 
system.
Oh dear..
And there’s nothing we can do and if it was an earlier stage I 
would have had you up in a London Hospital 
Oh dear..
Where you could have had all that stuff taken out 
Mmm
But it just really devastated me.
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Oh dear... so do you sometimes get puffy legs now?
Well not since., not now no.... because I used to be on a lot of 
tablets. I used to have the tablet that used to help me to calm ... I 
don’t know what it was .. I said I don’t like the situation with 
myself at the moment.. I’m not happy...I went on this tablet to 
just relax and calm me down .. relaxation ... but that did me good 
but look at me now ... I’m not on those tablets ... and sometimes 
when .. well I went on a boat with my mum, a day trip over to 
France with my mum., and with the centre here and we went over 
by boat and when we come off., a wooden box and I slipped off 
Oh dear..
I slipped off and this used to come right out of its socket and then 
click back in.
Oh...
But now I’m lucky touch wood I haven’t had anymore problems 
with it.
That’s good.
Because I’ve been down to my doctor and said that this has 
happened and so she gave me some ointment and since then I’ve 
had no problems touch wood..
Good..
Yeah.. sometimes it will just you know quiver 
Yes..
And that’s the only problem I get.
But the rest of your body you’re fairly happy with?
Oh yes..
Do you know how much you weigh?
I don’t
No?.. Have you got scales in the house where you live?
I’m .. I’m .. about 10 ... I’m .. I don’t really know 
It doesn’t matter, I just wondered if you knew that’s all.
No..no no ... They do weigh me.
Do they? How often do they weigh you?
Oh yes that’s a point actually.. they’ve got to do it this month 
Is it about once a month?
Yes., they keep a chart yes
How do you feel about your weight at the moment?
Um m ...
You know... the general way you feel and things.
I feel good yes... even my mum’s friends have been giving me 
nice compliments and say you look., you’re much much better than 
... you look so much better.
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Yeah
What did you do? They say to me what do I do? I just said I just 
cut out the umm I eat a lot of pasta and I try to eat the right foods 
but .. yes it’s wonderful. They don’t believe that I .. I eat 
sometimes I eat pasta sometimes and they say this is wonderful I 
didn’t know that pasta was so slimming.
Didn’t you?
They said to me 
Did they?
And ... I think they are trying to take it from there but. it’s good 
for me yes
Do you ever think about your weight now? Do you ever worry 
about your weight at all?
W ell.. I ... I... I .. when I’m at home I think I used to binge., but I 
don’t now
You don’t now.. How have you managed to stop that then?
I .. well if  you., if you touch .. well I’m scared if  you touch 
anything in the fridge that’s it. The staff are down ... what are you 
doing in there? What do you want?
So that stops you.
Yes
And when you said you used to binge can you tell me a bit 
about that?
I used to binge on cake, I used to binge on biscuits when my mum 
was around., umm. when I used to live at home at mums. I used to 
go and buy me a burger and chips in the .. when I was at home .. 
um when I was at home all by myself. But now that has ceased. 
Right....
We just have coffee ... or just when I fancy it I just have oh I fancy 
a kit kat let’s have a kit kat. That’s when I ....that’s when I first 
think oh...I want something
So before when you used to binge did you find it difficult to 
stop eating?
(pause)
How much would you eat?
I would eat loads of biscuits .. loads of cake as well .. ummm I 
used to buy loads and loads of sweets but now I’m not 
Would you have eaten all of those things at the same time or 
would you have spread them out a bit?
No I would eat them at the same time, 
yeah...
You go for a sweet you go for a cake and that’s it
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Did you ever make yourself sick after doing that?
No
Okay ...so in terms of your weight at the moment, you said 
you’re quite happy with things.... Would you like it to change 
at all? Would you like to be the same weight as you are at the 
moment or would you like to be more or less.
I think I would like to try and get down a bit more to less.
Mmm...
But now., my mum can’t even believe it ..it was their anniversary
... I went to „ and they had all their relations
Yes
Bought me a new skirt from Next 
Yes..
Couldn’t believe that I could get into a 14 skirt.
Oh..
Couldn’t really believe it. And that was., it was a long skirt.. nice 
Lovely... so you said you would possibly like to lose a little bit 
more.. why would you like to lose a bit more?
A little bit more., because you know .. I . I’m getting umm... to 
wear you know.. I’ thinking., one day I’d like to really settle down 
with my boyfriend.. I keep nagging him into ‘keep saying will you 
do it one day ... it’s going to be a lot of money’ .. I said well ... 
why can’t we rely on your future mother-in-law to help us? Why 
can’t we., ‘oh yes yes’ ‘you know well we’ll do it one day. I’m not 
ready for i t .. I’m not this’... And which I will say one thing... I 
had a friend over ummm last Saturday and all she gave us was ... 
mind you she bought the sausages... we had one sausage and a 
little bit of vegetables and that was not a dinner at all.
Umm
No way. no way ...and umm she asked him if she could do 
anything and he said that it was okay. She did i t ... umm he dished 
out the vegetables and that and I could have shown her the door 
honest to God.
Oh..
I’ve had .. she’s been telling him what to do .. You want to get 
yourself a life .. you’ve got to do this.. I said w e ll.. I could have 
shown her the door.. I wish he should.. I wish he could 
Umm..
he doesn’t like her really.
Does he not?
No... it’s not very often that he will raise his voice. And at the end 
of the evening he said when she went home he said.. I thought 
about what you said to me Saturday night about your friend and he
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675 said my God.. You can always tell when he’s cross because you
676 can see a beam in there (pointed to eye) as if to say my God you’re
677 cross
678 Oh dear...
679 Yes., one time I was resented actually because I used to upset him.
680 And he used to be on the front porch with my office in charge and
681 literally sobbing his heart out.
682 Oh dear ... things seem okay now though between you.
683 Oh they’re much better now but I’m more easier towards him now.
684 Umm ... okay .. I was wondering actually. Umm .. if you ever
685 worry about the way you look?
686 Sometimes I.. I., now and then I wish I could have my eyes done
687 and I wish I could have that done.
688 Yes?
689 Because now., whereas jobwise I used to have a little job umm .. I
690 can’t stand for very long.
691 Oh..
692 Also with me I’ve had .. I’ve had a bike accident.. I used to work
693 in umm.. my parents bought me a lovely bike., with a basket on the
694 thing ... I used to pass a guy he used to pass me .. next minute
695 bang!
696 Oh dear.
697 I was flat (clapped hands together) like that
698 Dear me..
699 I fractured my pelvis..
700 Oh dear that must have been painful
701 Yeah... I was in hospital for a hell of a long time.
702 Were you?
703 Yes
704 How long ago was that?
705 Quite a while ago.
706 Yes?
707 And plus I’ve had well .. the first time I didn’t know what it
708 was.... I had a went to a .... It was like a., it was a little abscess.
709 was it?
710 I had a peculiar abscess behind m y.. in the crease of my bum
711 Oh dear..
712 And the first time I went to my doctors and I got home from the
713 doctors straight up to the hospital.
714 Oh dear..
715 Oh yes the first time they didn’t sedate me .. they just said well oh
716 yes what have you done? But I .. no joke.. I had to wait ages and
717 ages out in the corridor in this .. in this gown, hospital gown..
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718 Oh dear., not a pleasant experience then?
719 No... I ended up getting fed up. I’ve had 3 actually ... 3
720 abscesses., plus I’ve had one of my teeth out as well.
721 Have you?
722 Yes I used to have one of those crowns and I used to eat something
723 hot... I bit. some of the crown was still left in my mouth and some
724 of the crown fell off. And I had some underneath that, so I had to
725 go and have that done.
726 Dear me., so if we were talking about appearances then ... and
727 our physical appearance .....  do you think it’s important to
728 look nice?
729 I do
730 You do ... why do you think it’s important to look nice?
731 Well ... I think you want to look smart to go out. with your
732 boyfriend or something like that., or you want to look smart to go
733 home for a weekend.
734 What you do think you want to be smart for? ... Why do
735 people make themselves look smart?
736 Well ... there are places where you don’t want to wear old jeans
737 and things like that you want to look smart
738 Do you think people do it because they want to look smart for
739 themselves or do you think they want to look smart because
740 others will look at them?
741 I think that’s because others might look at them..
742
743 END OF SIDE ONE TAPE TURNED OVER
744
745 He says you do look nice (talking about what her boyfriend says to
746 her)., but I went to a party ... we had a ******** Club party I had
747 a new skirt and it showed ... a bit daring
748 Was it?
749 Yes ... it showed a bit of my leg
750 Yes
751 And he said T do love your leg love I do’ (spoken quietly and
752 smiling)
753 Oh..
754 He said you don’t show off your leg very often... he said ‘oh I do
755 like that’.
756 Oh... so did that feel nice to be told that?
757 Yeah
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Yes... umm... what kind of things do you do to make yourself 
look nice?
W ell... I make sure that I wash properly and sometimes when as I 
said before., sometimes when., like Fm going out to a party or .. 
this party Saturday and umm.. I make sure that I make myself look 
smart to look nice.
Yes?
To go out .. to try and impress those people., the people who’s 
party it is ... try and impress my boyfriend., you know that’s it. 
What about other things like your hair?
Yes ... I ‘m trying to ..1  do umm.. I do like my hair but at the 
moment Fm not well Fve grown to except this but Fm .. I have 
had it dyed .. I have coloured it brown. When I used to live in 
******* j use(j t0 have 2 hair colours and I used to do i t .. get my 
hair back to brown. But I hate the silver streaks in it.
Yes
Now.. I really do hate it.
Do you think you’re going to dye it again or are you going to 
keep it as it is?
Well... the fact is with that ..is a hair dye would be too much 
money to buy ... but my officer in charge says no., no ... you’ve 
just got streaks in it now ... no ..no ..no .. you don’t need anything 
done.. I think don’t I ? Fm like this you know., sometimes I think 
well I need to get rid of my grey ... no she says you’ve got hi- 
lights in there. No she said leave it as it is, it looks nice. Your hair 
looks nice.... Fve got very thick hair.
Umm... do you ever wear make-up?
Umm... only when I go out to special functions ..yes I do.
Do you?.. What kind of make-up would you wear?
I wear eye shadow.. I wear lipstick ... well if  Fve got time I have 
face cream on as well.
Oh... do you think that people should look different from one 
another?
(pause)
Because we all look different don’t we?
Mmm
What are your thoughts about that?
Well people look different because it’s the way people are isn’t it 
really? That’s what I say.
Okay... thanks for telling me a bit about that... Now I’d like to 
talk to you about what you think other people might think 
about you. Because sometimes when we think about ourselves 
we also think about what other people say about us. So... what
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kind of things ... do you ever worry about what other people 
might think about you?
Well.. I have had good comments from my boyfriend .. which is 
good... but one .. it hurt me when I .. I saw somebody cross the 
road .. I go up sometimes shopping on my own... to go and get 
some toiletries on my own .... And I saw somebody .. a mother 
and her husband and a child in a pram... going across the red 
light. I said Oooo you shouldn’t be doing that ...’what’s the 
matter with you.. you son of a bitch’ ...
Oh no... that must have been awful.. someone speaking to you 
like that. How did you cope with that?
‘You’re bloody mad’ or something like that..
Oh dear..
‘And you are shouting at us’ .. I said yeah ... well why... why do 
you think I’m shouting at you .. because you crossed that road and 
do you want to risk your baby being killed? Go ahead... get away 
from me you bitch.
Dear me., how did you feel after that then?
I was really annoyed 
Were you?
It really upset me.
Oh
To have somebody tell me that... I was only doing it for their own 
safety.
Yes... has anyone ever said anything about the way you look?
W ell.. some school children., knocked me and said ‘oh you four 
eyed git’ or something like that.
Oh dear...
Yeah
What about your friends? What might they say about you? 
How would they describe you?
W ell.. my friends said that I’m pretty kind.. I’m pretty helpful.. I 
help them out with things yeah.
M m m.... how would they describe your body and the way you 
look?
W ell.. they’d say yeah., sometimes you lose weight. Umm. yeah 
Because your mum’s friends .. you said had made some 
comments didn’t they? They said they couldn’t believe you’d 
lost some weight Have you had any other comments like that 
from people?
Not before no... my boyfriend .. my boyfriend just loves putting 
his hands round my waist, oh it’s so funny., he grabs me round my
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843 waist and says .. and Fm chopping up an onion .. all if  sudden
844 ..wouff.. he’ll get the smell of the onion and he cries himself
845 Oh., (laugh together)
846 I said that’ll teach you., don’t come behind me .. while Fm
847 chopping an onion... you’ve got the after effect.
848 Dear me., does he ever make any comments about your body?
849 Because you said that he paid you a compliment about having
850 nice legs once .. when you wore that skirt. What other things
851 might he say about you?
852 Fm good to be with .. Fm really kind to him ... Fm really
853 understanding...
854 What things might he say about the way you look and your
855 body?
856 W ell.. great (inaudible)
857 So when you’re out and about., what do you think other people
858 notice about you?
859 They’d notice oh., you look great you do., you’ve lost a lot of
860 weight.
861 (inaudible) ........  And we went to a bachelor party because
862 someone was leaving., and they were like .. that’s a fabulous ring
863 who gave you that?.... and I said Fm not telling you ....
864 Has anyone ever said anything about you that you didn’t like?
865 No
866 Have people ever made any comments about your body and
867 told you to go on a diet or anything?
868 N o ... none
869 Do you worry about what other people think about you?
870 (inaudible)
871 Just a few more questions then .. I’d like to ask you about the
872 things that people might have said to you. Have people ever
873 talked about the way you look? ... you talked about this before
874 .. you said that your mum had talked about the way you
875 looked. You said to go on a diet... has anyone else said
876 something like that to you?
877 No
878 Has anyone ever teased you about the way you look?
879 no I can’t remember
880 okay ... have you ever wanted to change something .. or lose
881 weight or diet after watching something on the television?
882 Umm... you think of all these products and think ohh.. mind you
883 saying that I used to be on a diet when I lived over in ******** I
884 used to try that lean cuisine stuff.
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Yes?
Fine., did me good.
So that was something you saw on an advert or something? 
Probably ...yes
Have you ever wanted to change the way you look so that you 
look more like someone else?
I wish I could have my eyes done... I wish I could do that.
Yeah., is there anybody in particular that you’d like to look 
like? ... You know sometimes when people are younger they 
might want to look like pop stars or something like that. Have 
you had any thoughts like that?
Well umm.. I said to my boyfriend Fd like to may be have a get 
my face ...(touched face) umm Fve thought about it and my 
boyfriend said .. I said is there anything you’d like me to change 
on myself and he said no ..no., nothing.
Nothing..
Don’t you ever he said I like the way you are.
When you were pointed at your cheeks ... what was that to do 
with? Was it to have some kind of surgery?
Do you know much about cosmetic surgery?
No not much ... Fve heard that you’re bandaged up for quite some 
time
Yes ... so that’s gone through your mind but after speaking to 
your boyfriend about it you’ve decided not to think about it.
No ... no ... I think he would resent me if I did do anything like 
that.
Yes ... okay ... so is there anything else that we haven’t 
covered?
Yeah
No
Well thank you very much.
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